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RESIDENT TRAINING IN THERAPEUTIC RADIOLOGY 
The Ontario Cancer Institute incorporating The Princess Margaret Hospital offers a 
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patient Department of the hospital, and diacdtic courses in Anatomy, Nuclear 
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For further information, write to : 
Director of Medical Education 
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500 Sherbourne Street. Toronto, Ontario M4X 1 K9, Canada. 
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Editorial 
Occasionally one of our lecturers reminisces 
briefly about a recent stint in hospital as a 
patient and concludes that it was a very reveal-
ing and very humbling experience ... that we 
should all go through. Indeed we should, but 
not as sick doctors or as sick medical students, 
but rather as sick people with no special claim 
to distinction in the jargoning multitudes that 
come to be healed. 
That might not only be humbling -- it could 
be very frightening. A Stanford law and 
psychology professor did just that. He got seven 
other people to do it, too. They presented at a 
wide quality range of American psychiatric 
institutions with identical complaints. They 
claimed to hear voices, unfamiliar and indistinct, 
which said "empty", "hollow" and " thud". The 
voices vanished after admission. Their combined 
experiences were analysed and published by 
D.L. Rosenhan in "On Being Sane in Insane 
Places", Science 179: 250. Their conclusions 
are devastating. 
The diagnostic and therapeutic acumen of 
the psychiatric arts has long been challenged 
with varying degrees of success, so I don't feel 
compelled to cite this study to further any such 
debate. What is more germane to our experience 
as budding physicians is the damning documen-
tation of patient depersonalization. Patient-
initiated staff contact was woefully unproduc-
tive; 71% of psychiatrists moved on, head 
averted, as did 88% of nurses and attendants 
when approached by the patient with a courteous 
and relevant request for information. Four 
percent of psychiatrists stopped and talked 
with the patient as did half a percent of nu rses 
and attendants. 
The article breaks that down further and 
explores other aspects of being a psychiatric 
patient, but the major point I would like to 
take away from it is this overwhelming non-
communication. Most of us have some 
difficulty coping with the ambiguity of "How 
are you." expressed as a statement instead of a 
question. Imagine then the turmoil of being 
consistently ignored in very basic requests for 
information or reassurance -- that simply 
boggles the mind. 
Not only should we treat patients with the 
courtesy we would expect for ourselves, but 
we must be certain to assure them that they 
may ask questions -- because they might be 
considerably more timid than we would be. The 
example is drawn from psychiatry, but I'm sure 
we have all seen the same sort of thing in ot her 
rotations -- as a matter of fact I can recall just 
such an episode from my very first exposure to 
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clinical medicine. That is not to point fingers, 
but to draw attention to pitfalls -- before we 
become too inured to recognize them. 
Apropos to something different I would 
like to treat you to a few fascinating legal 
conundrums that I uncovered in researching 
trichinosis control in Canada for my community 
medicine essay. It is generally asserted that 
Canada has less trichinosis than the Un ited 
States because we have a more rigorous control 
of garbage feeding. The statement is actually 
wrong on both counts. Our clinical incidence of 
trichinosis has been higher (since 1960). and 
our laws are non-existent. There is no federal 
legislation even remotely applicable, and 
Ontario is the only province, of the five I 
checked, with any appropriate legislation and 
even that is a joke. The Ontario law prohibits 
feeding raw slaughter waste or dead animals to 
swine ( 1895). and it controls the cooking of 
garbage ( 1939), but it neither controls nor 
prohibits the actual feeding of raw garbage 
which is the infection route most consistently 
implicated in American trichinosis. 
Granted that clinical trichinosis is becoming 
rarer all the time (so much so that the issue 
may well be allowed to rest in peace). but I am 
still at a loss to determine why such a presum-
ably well -intentioned piece of legislation was 
drafted so ineptly. 
Reading Plato's dialogue on "Disorders of 
the Soul" recently I came upon a curious 
passage which he attributed to an anonymous 
physician to Zamolxis, king of Thrace. "Let no 
one persuade you to cure the head, until he 
has first given you his soul to be cured by the 
charm. For this is the great error of our day in 
the treatment of the human body that 
physicians separate the soul from the body. Let 
no one, however rich, or noble, or fair, persuade 
you to give him the cure without the charm . .. 
and these charms are fair words and by them 
temperance is implanted in the soul and where 
temperance is there health is speedily imparted 
not only to the head, but to the whole body." 
It appears that "armchair psychotherapy" with 
varying degrees of zeal has had credence for 
over two millenia -- and we still haven't sorted 
out how much of it is quackery and how much 
vision; but I suppose that is all part of the 
enigma which is medicine. 
When I was home for Christmas I chanced to 
hear Stephen Lewis on a CBL chit-chat program 
about the state of Ontario's economy. He out-
lined briefly a few proposals for cutting down 
health care costs: specifically more community 
health care centres and less fee for service. Not 
being unsympathetic to either proposal, I 
offered him the pages of this journal to ex-
pound at more length on them and on the NDP 
vision for health care in general. I received a 
reply from Dr. Jan Dukszta, MPP for Parkdale 
and NDP health critic. It consisted of the health 
policy statement adopted by the NDP provin-
cial convention in 1972. Apparently a more 
detailed working out of the policy was then in 
progress . . . apparently it is still in progress 
now. Dr. Dukszta d id not include anything 
more up to date. Granted it is difficult for a 
penniless opposition to keep on its toes, but 
there is an election in the offing. If the NDP 
expects to gain any credibility at all it will have 
We Get Letters 
Re: The Use of BCG Vaccine in Medical Students 
I feel that Canadian Medical Students, nurses 
and any who have a high likelihood of being 
exposed to tuberculosis should be given the 
bacille Calmette-Guerin (BCG) vaccine. The 
incidence of tuberculosis is high in Eskimos and 
Indians and there is still the occasional unsus-
pected Caucasian with the disease, especially in 
older immigrants. 
The history of the development of a vaccine 
against tuberculosis is one of the great achieve-
ments of the present century. In 1901 Calmette 
and Guerin started the first antituberculosis 
dispensary when they were working at the 
development of an antituberculosis vaccine at a 
branch of the Pasteur Institute in Lille. Their 
early attempts using a highly virulent strain of 
the Mycobacterium bovis were disappointing 
because of their inabil ity to decrease the 
virulence of the organisms. In 1908 they 
discovered that the addition of bile to the 
growth medium resulted in attenuation of the 
organisms and the development of a non-
virulent strain. It was not until 1922, however, 
that the vaccine was used extensively for 
immunization of ch ildren. At this time there 
was considerable opposit ion to use of the 
vaccine because of the fear that a virulent 
stra in might reappear. A major setback was 
the Lubeck disaster in 1930 when about 15% 
of 400 children given the vaccine orally died 
from tuberculosis. It was subsequently shown 
that the disaster was the result of contamination 
of the vaccine with a virulent strain of human 
tubercle bacilli and not to the BCG vaccine. As 
a result guidelines were set up regulating the 
production of the vaccine. It was not until after 
the second world war that extensive BCG 
programs were started especially in Sweden and 
Norway. 
to present the voters with more than a couple 
of years of dust on a thin sheaf of completely 
unsubstantiated good intentions. Perhaps I am 
getting crotchety, but I find it hard to accept 
rambling generalizations when they are not 
backed with even the flimsiest shred of proof. 
BCG vaccine was first given by the oral 
route but later subcutaneously when it was 
recognized that sensitization to PPD was more 
rapid by this route. Many subcutaneous and 
regional nodal abscesses followed the su~ 
cutaneous route and much fewer when the 
vaccine was given by scarrification. Occasion-
ally generalized BCG disease occurred but 
this responded promptly to antituberculosis 
chemotherapy. Granulomatous lesions have 
occasionally been reported especially in the 
liver. At present there is renewed interest in 
the oral route because of the extremely low 
incidence of complications. It is necessary, 
however, to give a large dose and sensitization 
to PPD may take several months to occur. In 
British Columbia, Thomas has shown that 
100% of nurses were sensitized to PPD when 
BCG was given orally and none developed 
complications. 
BCG is about 90% effective in preventing 
tuberculosis. The duration of resistence de-
creases with time for about 15 years and is 
greatest in those who are frequently exposed 
to the disease. It is interesting that loss of 
immunity does not parallel the decrease in 
tuberculin sensitivity. 
Recently there has been considerable interest 
in the use of BCG for prophylaxis and treat-
ment of cancer. In Quebec, Davignon, and in 
Chicago, Rosenthal, found that leukemia was 
less in children given BCG at birth. A number 
have challenged these results and others have 
not confirmed their observations. BCG inocu-
lated into cutaneous metastases, especially 
malignant melanoma, of PPD sensitive patients 
ohen results in tumor regression. This is most 
likely the result of a cell mediated hyper-
sensitivity response being induced in the tumor. 
Severe anaphylactord reactions, including 
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sudden death, have occurred but only when the 
vaccine was inoculated into the tumor. Mathe 
gave BCG by scarrifications at two weekly 
intervals, along with irradiated leukemic cells, 
to children with acute leukemia and found that 
remissions were increased. Reactions both 
locally and systemically occurred in a number 
of these children. This is not surprising in view 
of the large number of treatments and that a 
number of the children were anergic. 
I recommend that medical students who 
are PPD negative should be given BCG because 
it has been shown to increase resistance to 
tuberculosis. There is still a considerable chance 
of a doctor being exposed to the disease. The 
incidence of complications, such as an abscess 
at the inoculation site or in a regional node, 
is low and is not a serious complication. 
Generalized BCG is a rarity and responds 
promptly to antituberculosis therapy. 
John A. McCredie 
John, 
How about a few "Bon Mots" from the 
examining table?" 
This is the form that students complete 
when presenting themselves at the Student 
Health Clinic. 
NAME ______ PHONE NO. __ _ 
(Please Print) 
PROBLEM: 
I have been in the Medical Centre during: 
Academic Year 1973-741 I 
1974-751 I 
Never 
The following problems that students have 
encountered illustrate that patients' wits and 
slips are an even match to those of their 
physicians. 
- defective liver in past 
- sistitis 
- swallowed tooth gold crown 
-I believe I've picked up an infection from 
the public washroom 
-treatment for warts backfiring!? 
- large sized frekle 
- rash in crouch area 
-I'll tell you about it inside 
- my landlady has mono, so I want a blood 
test 
- I would like some information about a 
pimple in an uncommon location 
- pain in virgina 
- excess gas and wart removed 
- threat of pregnancy 
-Cut by a tooth (human) - need tetanus shot 
- tongue has been green for 1 Y, weeks 
-counselling· wants to see Bev! 
- nasty nost cold 
- menstural cycle out of kilter 
- soure pallet 
- growth in mouth that comes off 
- probable minor infection in restricted area 
of body 
- extremely bad case of jack rash 
-reaction to b.c.p. possibly pregnant 
-would like to ask some questions about 
amnesia 
Dr. Jack Thurlow, 
Director Student Health Cl inic 
Thoughts on the Mentor System 
The word mentor, ("experienced and trusted 
advisor"). has been used variably in under-
graduate teaching so that it can apply to either 
a faculty member supervising a student for a 
few teaching periods only, or a faculty member 
who is in constant contact with the student, 
almost on a day to day basis. The mentor 
system at the UWO Medical School, at present, 
is a volunteer system where faculty members 
and students volunteer and are assigned by 
the Mentor Committee (Dr. McCourtie - Betsy 
Hall, meds '76). The number of students and 
faculty has been decreasing recently and there 
is a questionnaire survey in progress to help 
assess the current status of the mentor system, 
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and to help decide what, if any, changes 
should be made. 
The current mentor system at the UWO is 
mainly a social function, but in some medical 
schools the duties and responsibil ities of the 
mentor are much more significant and onerous. 
My acquaintance with a system of th is type 
started many years ago in a discussion with 
one of the directors of the new curriculum in 
Indianapolis State Medical School. The ir 
curriculum was a very open, flexible curriculum, 
with some similarities to the cu rrent new 
curriculum in our medical school. Because 
there were so many electives and choices 
available for the students it was felt that the 
continuing support and advice of a faculty 
member would be important as the students 
proceeded through this new curriculum. The 
mentor system at that time consisted of one 
faculty member with two students. The faculty 
member was to assist the students in choosing 
electives, was to meet with them regularly on 
a weekly, or at least a monthly, basis, to 
discuss their progress, and in particular any 
academic or personal problems. At the end 
of the year, in the American system, the 
students would write a part I Board Exam, 
and if the student did poorly on this exam 
then the mentor was expected to account for 
this to the Dean. Although I did not discuss 
the system in detail with anyone who was 
involved in it, it was apparent that a very 
close relationship would develop between the 
faculty member and the student. 
The current system at Western is certainly 
enjoyable from the social point of view, and I 
personally have found it quite rewarding to 
be able to meet students from the early years 
of medical school and hear their views on such 
topics as the curriculum, social problems, etc. 
Also, many of them bring wives, or escorts, 
from other areas of the university and 
community life, which gives an interesting 
and different perspective for those attending 
the meetings. However, I doubt if many 
mentors, under the present system, would be 
able to explain academic failures. psychologic 
disturbances, or other problems that occasion· 
ally occur with students. It seems to me it 
would be ideal to have one member of faculty 
who could get to know a student well enough 
so that he might have someone to turn to if 
he were getting into psychiatric, financial, or 
other difficulties. It would seem ideal if the 
Psychiatric Department would play a major 
role in the mentor system. 
The Deans, and the Assistant Deans, in 
some schools have a remarkable knowledge and 
insight into student problems. However, with 
the enrolment in classes now up to 100, it is 
hard to env isage that one or two people could 
develop a close enough relationship with each 
student. A voluntary mentor system may be 
somewhat self-defeating since the students who 
might most benefit from, and require, faculty 
help might be the least likely to volunteer, 
particularly in 1st year. The current mentor 
system at UWO has suffered from some 
delinquency of faculty members who have 
apparently failed to contact their students, and 
this naturally leads to these students dropping 
out of the system. It is possible that if all 
years, except 1st year, could have their mentor 
groups arranged before the end of the academic 
year that this would circumvent some of the 
technical problems. Despite a lot of hard work 
on the part of the Mentor Committee it often 
is late in October or November before a meeting 
is arranged and this may run into Tachycardia 
and Christmas holidays. I think for any system 
to be viable there should be at least 3, and 
preferably four or five, meetings per year. The 
other option is that the mentor students could 
meet their doctors individually in his office, 
although my own experience has been that 
students have not been too interested in this. 
One distinct drawback to the ideal mentor 
system I described originally is the large 
numbers of faculty required, since it would 
mean that the majority of faculty would have 
to be committed and available for the system 
to work. However, I feel if the commitment 
was more on an individual basis and related 
more to academic performance, and other 
personal problems, that some of the faculty 
might be more interested than in the current 
system, which being on a strictly social level 
does not seem as urgent and necessary to many 
faculty members. 
In summary, with the new curriculum now 
evolving, and with the current mentor 
system under review, this certainly seems an 
opportune time to take a closer look at what 
might be the best mentor system for our own 
medical school. This could include a look at 
some of the other medical schools, of which, at 
the present time, I have no current knowledge. 
Improvement in the current mentor system 
should include: 
1. A more dedicated and active role by Faculty 
who volunteer as mentors, with more definitive 
guidelines, re timing and number of meetings. 
2. Better techn ical arrangements for faculty 
and students i.e. a) preliminary arrangements 
of mentor groups in the spring, b) a general 
meeting of 1st year mentor students and mentors 
during orientation week, c) more direct involve-
ment of the spouse of the mentor when 
appl icable. 
3. Senior students in the mentor group make 
a greater effort to keep in touch with junior 
students, i.e. "buddy system". 
Changes in the current mentor system could 
include: 
1. Mentors assume closer supervision of students 
so that they could help with academic and 
personal problems. 
2. Greater availability of psychiatric help, 
possibly via mentors, for the students. 
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Down in St. Vincent 
The idea of performing a medical elective in 
a country whose facil ities are less advanced than 
our own was appealing to me. Thus, I was happy 
to do my elective on the beautiful Caribbean 
island of St. Vincent. 
It was actually the office of International 
Education under the direction of Mrs. Shanthi 
Radcliffe who found this site for me. A letter 
in request for financial aide found favour with 
CAN SAVE, and they offered it along with the 
suggestion of St. Vincent as the site for my 
elective. 
I had never heard of St. Vincent before, but 
a little digging soon supplied some interesting 
information. St. Vincent, called "The Gem of 
the Antilles", a chain of volcanic islands, lies 
170 miles north of Trinidad and 100 miles 
west of Barbados. In by gone days it was the 
major supplier of arrowroot, a starchy root 
used in cookies and now, computer paper. St. 
Vincent was discovered by Columbus in 1498 
and is believed to be the site where Captain 
Bleigh, of "Bounty" fame, first introduced 
the now ubiquitous breadfruit plant to the 
West Indies. 
St. Vincent has an active volcano which had 
its last major eruption in 1902 and a minor one 
in 1971 . The island is therefore hilly, with 
volcanic soil and very lush vegetation. It is 133 
square miles in area with a population of 
80,000 English speaking inhabitants. The major 
racial group is of African descent (70%) with 
Portuguese (23%), East Indian (3%). European 
(2.3%) and Carib ( 1.6%) rounding out the 
population. The last group, the Caribs, were 
once a cannibalistic tribe who effectively 
annihilated the Arawak, another Indian tribe 
once on the island. Robinson Crusoe's Friday 
was himself an Arawak escaping from hosti le 
Caribs when he was saved by the castaway. 
CAN SAVE (Canadian Save the Children 
Fund) is an offshoot of Save the Children Fund, 
an international voluntary organization fou nded 
in 1919. Both organizations have as the ir goal 
the "Declaration of the Right of the Child", a 
charter which protects the health and develop· 
ment of children everywhere. In 1961, with an 
infant mortality rate of 20/ 1000 and a 
population 50% below the age of 16, St. 
Vincent became the concern of CAN SAVE. 
At that time 57% of the total deaths on the 
island were children under f ive, and were 
directly related to malnutrit ion. 
Some of these facts and figures were 
brought home on my first visit to the hospital 
in Kingstown. the capital city. There, the 
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malnutrit ion ward usually has 20 or more 
children in its care. These children represent 
the worst cases which reach the attention of 
the hospital's paed iatrician. My role with CAN 
SAVE brought me into the rural villages where 
I found that malnutrit ion was not as great as I 
might have expected from the statistics 1 0 
years ago. And that I attribute to the fact 
that CAN SAVE's programme is succeeding. 
Part of that programme has been the establish· 
ment of feeding stations where mothers are 
given powdered mil k for their children. The 
ch ildren are also weighed to gauge their develop-
ment. A social worker gives instruction in 
hygiene and other health matters. My duties 
were to see to other acute health problems the 
ch ildren might have. 
Malnutrition, though present to a lesser 
degree than 10 years ago, is not the only pro-
blem on the island. I found epidemics of 
whooping cough despite apparent access to 
vaccination. Other problems encountered by 
the island's paediatrician, a young Vincentian 
woman, are enhanced by lack of sufficient 
drugs and medical supplies. She has assigned 
the cause of death as "lack of electrolyte 
solutions" all too often and admits that she 
finds the situation depressing. 
The only hospital on the island has approxi-
mately 200 beds and is run by a surgeon, an 
internist, a paediatrician and an anesthetist. 
There was one resident in surgery and there 
were no interns. Vicentian doctors carry four 
to five times the patient load of a London 
physician, without the help of students, interns 
or residents. Besides their hospital duties, most 
doctors also have private practices. I found 
myself welcomed in all areas of the hospital 
and was allowed as much responsibility as I 
wanted. 
The med ical problems of St. Vincent are 
not so much tropical disease, but a reflect ion 
of poorer living conditions. and my impression 
is that the average Vincentian is qu ite poor. 
Tuberculos is, glomerulonephrit is, rheumatic 
fever and osteomyel itis seem quite common 
there. Doctors face a further disadvantage in 
that they do not have access to electrolyte o r 
blood gas investigations. In fact, due to lack 
of staff at one point, no bacterial cultures 
could be done. The surgeon was also nearly 
stopped in his tracks when the oxygen supply 
ran out and only an emergency supply was 
available. 
The t ime I spent travell ing with the CAN 
SAVE worker brought me into the villages 
and remote countryside. St. Vincent is indeed 
a beautiful island. I was struck with the 
incredible density of vegetation and the great 
variety of plants that thrive there. The fruit 
would be displayed in the market place of 
Kingstown every morning: pineapples, 
coconuts, limes, tangerines, mangoes, papayas, 
bananas, nutmeg, tea, coffee, cinnamon and so 
many more. During my time off I would snorkle 
in the clear waters and be delighted to find 
scores of different coloured fish and a great 
variety of living coral and underwater 
vegetation. St. Vincent, despite its many 
problems is a tropical paradise, a place I am 
glad to have seen and would like to see again. 
Anyone interested in such an experience 
should direct his enquiries either to Dr. John 
McKim (94 Albert St., London, Ontario) who 
has taken the responsibility of helping 
students arrange foreign electives, or Dr. Fred 
Ballantyne at the Kingstown General Hospital, 
Kingstown, St. Vincent, West Indies. CAN 
SAVE's National Director is Kenric Marshall, 
70 Hayter St., Toronto, Ontario M5G 1JR. 
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Supplementing Confrontation Teaching 
with Oinical Teaching in the 
Amphitheatre* 
Bed-side or confrontation teaching originated 
before the days of sub-specialists when Doctor 
Osler introduced it at Johns Hopkins as an 
alternative to the large amphitheatre sessions 
used in all the other medical schools. Since the 
Flexner report in 1911, the American trend 
has been from large classes to the small bed-side 
clinic groups. This process has now become a 
numbers game in which a medical school's 
standing is based on its teacher-student ratio. 
One of the most heavily-endowed eastern 
schools boasts 800 faculty members for its 
400 students. 
The cost of confrontation teach ing has 
become astronomical. Is it effective? Sir 
George Pickering's old rule of pedagogy still 
holds, "With good teachers, the students 
learn a lot; with fair teachers they learn 
something; with poor teachers they learn 
nothing." In a faculty of 800 very few are 
rated as "gifted" by the students. For this 
reason a medical school's teaching strength 
cannot be judged by faculty members. 
The teaching hospitals which always 
stressed Patient Care, Teaching, and Research 
in that order have reversed their priorities. 
Now Research stands above Teaching. 
Research and Teaching each exceed Patient 
Care in faculty prestige. As Research assumed 
first place we witnessed a take-over by sub-
specialist teachers. They have continued to 
demand their pound of flesh in their quota 
of teaching time until they have now displaced 
almost all the broadly-based clinical teachers. 
Students have been quick to observe this 
backward step. Their dissatisfaction after 
clinics with sub-specialist teaching has initiated 
comments like: "Medicine in our ten weeks 
was a catastrophe." Naively the curriculum 
committee members have continued to believe 
that every sub-specialist must know enough 
general medicine to teach third-year students 
effectively. It does not always work out this 
way. Unfortunately, the sub-specialist is most 
secure at the bed-side with his six students 
discussing a "clinical canary" which is too 
often a hopeless case. With so much of this 
kind of teaching, the students who want to 
learn about difficult doctoring, find that 
*Presented at The Royal College Meetings, 
Winnipeg. January 25, 1975. 
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they are not getting what they expected to 
get in medical school. Their chief complaints 
have become boredom and cl inical hunger. 
Hearing constant complaints from resident 
and visiting students, several members of our 
staff who do confrontation teaching and 
research during the week, felt that there 
must be a different way of satisfying the keen 
medical student. Doctor Adam Linton gave 
his full approval to exploring the amphi-
theatre form of clinical teaching. Victoria 
Hospital with its 750 patients and modern 
amphitheatre, provided the opportunity and 
Saturday was a non-teaching day. 
The following staff members evinced 
interest: 
Medicine: David Aikenhead, Gerald Chertkow, 
Keith Coulter, Robert Green, David Jones, 
Adam Linton, William Watson, John Walker, 
DeWitt Wilcox. 
Surgery: John Duff, William Jamieson, 
Thomas Mclarty. 
Neurology: John Brown, Charles Bolton. 
We felt that Medicine, Surgery, and Neurology 
should not be taught in isolation from one 
another. We believed that it would be desireable 
and quite possible for all students to examine 
the patients. 
The first rule of the clinic was tactus dolcis 
(the gentle touch). After Doctor John Duff had 
indoctrinated students and clinicians alike, 
even a patient with acute pancreatitis d id not 
object when 40 students el icited the abdominal 
rigidity and rebound tenderness. 
The list of cases is not announced beforehand. 
The scope of patient problems is unlimited . 
It includes general med icine and surgery and 
neurology plus cancer, trauma, paed iatrics, 
orthopedics, gynecology, urology, and some· 
times ophthalmology or otolaryngology. When 
an especially interesting case comes into 
emergency Friday night the respons ible resident 
may present it after the third case. 
The students from years ii , iii, iv, and i 
(following the Christmas examinations). who 
are interested come to the Busby Amph itheatre 
at 11 :00 o'clock Saturday mornings. They give 
their names and phone numbers to the chairman 
after the clinic. Three cases are regularly chosen 
for presentation. The choices are made Thursday 
afternoon and third year students are notified 
Thursday evening. The student is told which 
clinician he will be presenting his patient to. 
If a student is unsure of the style and content 
of his presentation, he calls the ward resident 
or the clinician for advice on Friday night. He 
only stresses the positive findings and if the 
patient's trachea is in the mid-line, he leaves 
it there. 
At the clinic the student presents the 
history of his patient to the clinician who 
expands it with audience participation. Then 
the patient is wheeled into the amphitheatre 
on a comfortable stretcher and the student 
demonstrates the pos itive physical signs. The 
clinician then discusses the patho-physiology 
of the signs and shows how he prefers to 
elicit them. If the pat ient is too feeble or ill , 
every tenth student is invited to come down 
to elicit the sign. The students are given the 
ward and room number so everyone can go 
to examine the patient at another time. Usually 
all the students f ile down from their seats and 
under the watchful eye of the student and 
clinician they each feel the tumor of the liver, 
hear the pericardia! friction rub, demonstrate 
the hung-up reflex of myxedema, or hear the 
grade v murmur. 
If there is albumen or bile or sugar in the 
urine the student demonstrates it. A glove smear 
of an acholic stool or melena is exhibited. 
Interesting blood smears or malarial parasites 
are displayed after the clinic. Obvious X-Rays 
are explained by the student. One of the 
radiologists is invited if the X-Rays are unusual. 
Every student and every clinician profits 
differently but everyone profits. Unlike some 
confrontation teach ing the encouraging 
attitude on the part of the clinicians puts every-
one at ease. Sometimes the best questions and 
suggestions come from the second year students. 
Students who get difficult patient problems 
are encouraged to follow them to recovery, 
to surgery, or to the dead house, and to report 
their observations at the next clinic. One student 
who was recently assigned a man, age 76, mentally 
obtunded, hemiplegic, and hemianopic, was 
informed that Dr. Hugh Barr was going to 
operate on the Friday night before the clinic. 
He attended the operation, witnessed the re-
moval of the large subdural hematoma, and 
obta ined a test tube full of the blood like 
crank case oil which he passed around the 
amphitheatre as he recited the history. 
We have followed the examples of Birm ing-
ham and Middlesex in London and the students 
applaud those who present cases by tapping on 
the writing arms of their seats. At the end of 
the clinic the chairman presents a textbook 
from the library of the late Doctor Murray 
Simpson to the student who receives the great-
est applause. 
After the last presentation students and 
clinicians stay for donuts and coffee and argue 
the unsettled puzzlers which follow every good 
clinic. The attendance averages between 30 and 
60. The students and clinicians are sometimes 
still arguing after half past one. A second year 
student who left at 1 :30 p.m. one Saturday 
came back at 1:45 p.m. to ask why Dr. Jamieson 
had not operated on a man who had lost 50 
pounds with a localized growth in the middle 
part of his oesophagus. 
Some Advantages of Amphitheatre Clinics 
1. These clinics highlight the dependencies of 
Medicine, Surgery, and Neurology on one 
another. 
2. Students see that many patients require 
more than one major opinion. 
3. The clinicians do become better teachers. 
The teachers have the unique opportunity of 
seeing their peers in action. 
4. The students gain confidence by presenting 
patients. 
5. The students observe the teachers as being 
perpetual learners. Dr. Linton expressed this 
well when he said after the first series that 
he had never expected to admit that he had 
learned something from a surgeon. 
6. Week after week the students witness the 
fact that patients will tolerate 50 gentle 
examinations more willingly than 6 rough 
ones. 
7. The student applause encourages both 
students and clinicians. 
8. These clinics provide a near-ideal opportunity 
for correctly demonstrating procedures such 
as abdominal paracentesis, chest aspiration, 
lumbar puncture, the pericardia! tap, and 
knee-joint aspiration. 
9. Anecdotes relating to the patients' diseases, 
accounts of great discoveries, and interesting 
excerpts of medical history, all give students 
and teachers a broader perspective. 
10. The junior students can question the senior 
students during and after the physical 
examination without embarrassment. 
11 . Every student and every teacher leaves the 
clin ic with a takehome experience which he 
has shared with excellent clinicians. 
12. Students learn to think like internists and 
surgeons and neurologists instead of like the 
milli-molar and salt and water men. They like 
the head-to-toe approach to the patient. 
13. This clinic forum provides a teaching environ-
ment to which the few remaining clinical 
giants (men without slides) can be invited as 
guests. 
14. The teachers have an excellent chance to 
observe potential teachers in the students as 
they present their patients. 
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Dr. Walter Palmer of the University of Chicago 
has pointed out that clinicians usually teach 
better before over-size audiences. 
Dean Robert Ebert (Harvard) pointed out 
that only the most interested students would 
attend and by their attendance would provoke 
the best in teaching. He also observed that 
larger classes and a shortage of interesting and 
willing patients would undoubtedly encourage 
more amphitheatre teaching in the future. 
We did not forget that in the famous Medical 
School of Padua classes of 600 are still being 
taught very effectively. 















Hepatitis and Common Duct Stone. 
Frost Bite involving Hands, Pre-patellar 
Areas, and Feet. 
Cellulitis of Thigh. 
Acute Pleurisy, Cyanosis, Card iomegaly, 
Cirrhosis, and Raynaud's Phenomenon. 
Abdominal Aorta Obstruction with 
Lympho-sarcoma as unexpected find ing. 
Traumatic Pneumothorax, Spiritual 
Bankruptcy. 
Superior Mediastinal Obstruction. 
Staph. Aureus Endocarditis. 
Oesophageal Obstruction and Loss of 50 
pounds. 
Acute Cholangitis and Jaundice. 
Acute Uremia. Hamman-Rich Syndrome. 
Anemia, Dizziness. Heart Failure. 
Posterior Column Changes. 
Pyloric Obstruction. 
14. Systol ic Hypertension. Acute Gout. 
Aneurysm of Splenic Artery. 
15. Acute Generalized Peritonitis. 
16. Oesophageal Diverticulum. 
17. Malaria. 
18. Diabetes. Gangrene of Foot. 
19. Diverticulitis and Periton it is. 
20. Cerebellar Degeneration with Atax ia. 
21 . Carcinoma of Ovary with Ascites. 
22. Mitral Stenosis. Bilateral Phleb it is. 
23. Leg Ulcer. Gibbus from old Dorsal Spine 
Fracture. 
24. Pulmonary Insufficiency. 
25. Pleural Effusion in Male, 39. 
26. Bilaterial Lymphoedema . . . two patients. 
27. Polyneuritis. 
28. Alcoholic Cirrhosis, Cardiomyopathy, 
Neuropathy, and Alcoholic Brain. 
29. Acute Pancreatit is. 
30. Hypo-parathyroidism with Tetany. 
31. Organic Mitral Insufficiency with Grade V 
Murmur. 
32. Shoulder Injury with Brachial Plexus 
Stretch. 
33. Chronic Nephritis. Uremic Pericarditis. 
34. Rheumatoid Arthritis in Child of 7. 
(Still's Disease). 
35. Case of Multiple Skeletal and Visceral 
Injuries. 
36. Dependent Rubor in Ischemic Legs. 
37. Generalized Anasarca and Anemia. 
To quote Longfellow in consideration of 
the students who prepare cases on Friday 
afternoon and night, " They while their com-
panions slept climbed on and upward in the 
night." 
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A Profile of Drug-Usage and Adverse 
Reactions 
(Data from an on-going st udy in London, Ontario_) 
... A 67-year old man is brought to the 
Emergency. At home he became suddenly dizzy 
then unconscious, he had a brief episode of 
convulsion and was rushed to the hospital by 
ambulance. He is known to be a diabetic for 
10 years, well-controlled, on Tolbutamide. His 
blood sugar is 36mg.%. On intravenous glucose 
he recovers within a couple of hours but an 
electrocard iogram shows a fresh myocardial 
infarction apparently suffered during his 
hypoglycemia. His history reveals that for 
approx imately three weeks he has been 
receiving Phenylbutazone 400mg. daily, for 
joint complaints .. . A 17-year old man is 
treated in hospital fo r deep venous thrombosis 
with Coumadin. While in hospital he receives 
Seconal every evening. After three weeks he is 
discharged on the same dose of Coumadin 
but his sleeping pill is discontinued. Twelve 
days later he is readmitted with severe left 
flank pain and massive hematuria. On admission 
his prothrombin time is 43 seconds with a 
control of 11 seconds . .. A 57-year old man 
is admitted with one month's history of 
ataxia, poor memory, slowness of mentation, 
drowsiness, sleeping 15-16 hours a day. For 
about 15 years he has been tak ing da ily 2Q-30 
Turns for duodenal ulcer, also 2-4 sodium 
bicarbonates and two vitamin-mineral combina-
tion tablets containing Vitamin D and calcium. 
On admission his serum creatinine is 9.6mg%, 
BUN 53, uric acid 11, calcium 13.5mg%. His 
creatinine clearance is 7.2ml ... A 48-year old 
woman with the d iagnosis of fever of unknown 
origin is treated in hospital with five antibiotics 
and corticosteroids. After six weeks she develops 
fulm inating pneumonia and dies within three 
days. Autopsy shows necrotizing pneumonia 
due to Candida Albicans . . . A 55-year old 
cirrhotic man is t reated with Furosemide, 
Spironolactone and potassium chloride. After 
three weeks he develops a sudden hypotensive 
episode and his electrocardiogram shows a 
complete A-V block. A serum potassium is 
taken and is reported as SmEg/L .. . 
The enormous increase in the number of 
drugs manufactured and in current use, has 
resulted in remarkable advances in the 
prophylaxis, diagnosis and treatment of disease 
but has also created a new problem in the 
form of adverse drug reactions. Between five 
and thirty percent of all hospitalized patients 
have one or more drug reactions during their 
hospital stay. Extrapolating Cluff's data at 
Dr. I.T. Borda 
Johns Hopkins Hospital, it is suggested that 
one million five hundred thousand beds are 
occupied yearly in the United States because 
of drug-induced diseases.. The British Committee 
for the Safety of Drugs stated that 5% of all 
hospital beds in the United Kingdom are filled 
with patients suffering from drug-induced 
damage. 
Several studies confirm a correlation between 
the number of drugs used and the frequency of 
drug adverse reactions. From drug usage studies 
we know that the average hospitalized patient 
in the U.S.A. and Canada, receives four to eight 
drugs and then his chances of having his course 
complicated by an adverse reaction are close to 
ten per cent_ If we look at the cause of adverse 
reactions, drug interactions is the largest single 
group in a study, followed by secondary effect 
of drugs, then intolerance, hypersensitivity, 
idiosyncrasy and over-dosage_ Only 7% of the 
reactions are considered "unavoidable side 
effects". The first two briefly recorded cases in 
this paper are good examples of drug inter-
actions_ In the same study the ten most frequent 
symptoms of drug reactions are: nausea, 
vomiting, drowsiness, arrhythmia, electrolyte 
imbalances, diarrhea, rashes, itching, constipation 
and superinfection. Regarding the outcome: 
over half of the reactions subsided before the 
patient was discharged from hospital, but close 
to 25% still had some sequelae left at the time 
of discharge. In a series of 6,199 consecutively 
monitored medical patients death due to drugs 
administered in hospitals was recorded in 27 
cases (0.44%). Most of these fatalities were 
attributed to commonly used drugs! Hyperkalemia 
and pulmonary oedema attributed to potassium 
supplements and parenterally administered 
flu id therapy, respectively, were particularly 
prominent. Other drug-attributed mechanisms 
resulting in death were depression of the central 
nervous system, super-infection, hemorrhage, 
cardio-respiratory complications, dehydration 
and electrolyte depletion, hypoglycemia, 
anaphylaxis, liver failure, perforated duodenal 
ulcer, and hypercalcemia. 
St. Joseph's Hospital of London, Ontario 
is one of the Centres participating in a large 
comprehensive drug monitoring program which 
was initiated in Boston in 1966. In this program, 
a large number of data are recorded on con-
secutively admitted medical patients by a full -
time nurse monitor. The data are recorded on 
standard forms, the obtained information is 
coded, placed on magnetic tape files and 
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various computer analyses are carried out 
routinely. The monitoring system provides 
information on drug usage in hospitalized 
patients, previously unsuspected side effects of 
drugs, and details of unknown effects; further· 
more it demonstrates the effect of dosage, route 
of administration and patient characteristics on 
drug actions. Other data emerging from this 
study are : interactions between drugs and 
environmental factors, "profiles" of certain 
drug groups and also non-drug related carrel· 
ations. Several Centres in four countries 
participate in this study and therefore, the 
system lends itself to comparison among them. 
To date over 2,000 patients at St. Joseph's 
Hospital alone have been monitored and it may 
be of interest to briefly review certa in 
characteristics of the patient-population in 
the study. Our average number (7) of drug 
exposures* per patient does not differ 
significantly from that in other Centres in 
Israel and in the United States. While less than 
50% of the monitored patients were females, 
their drug exposure was higher (57%) than in 
males (42%). When we look at the adverse 
reactions we find that 58% of them occurred 
in women and only 42% in men. These figures 
are strikingly close to the percentage of drug 
exposures in the two sexes, again suggesting 
that the incidence of adverse reactions increases 
with increasing exposure to drugs. 
The ten most frequently ordered drugs in 
our Centre were as follows: Diazepam, Chloral· 
hydrate, Aspirin, Magnolax, Meperid ine, 
Secobarbital, Propoxyphene, Digoxin, Aluminium 
hydroxide-magnesium hydroxide, and 
Potassium chloride. This list reflects a heavy use 
of drugs for symptomatic relief (tranquillizers, 
analgesics, hypnotics, laxatives). Since the side 
effects of these symptomatically acting drugs 
are not negligible and their costs not irre levant, 
a more restrained prescribing attitude towards 
these drugs would perhaps be desirable. 
In our monitored patients 8.4% of all drug 
exposures were associated with adverse react ions. 
Th is compares closely with the Israe li Centres 
(9%) but is higher than the average in the 
American Centres (4.8%) . 
If we assess the adverse reactions by site of 
symptoms we find that the gastrointestinal 
tract is most frequently affected in our Centres 
as well as in other participating hosp itals. 
However, the incidence of neuro-psychiatric 
symptoms is h igher among the moni tored 
Canadian patients compared to those in Israel 
*Administration of a given drug is counted 
only once per patient irrespective of changes 
in dosage and is referred to as a "drug 
exposure". 
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or the U.S.A. The answer to this difference 
may lie in the fact, that preoperative medica· 
tions are widely used in our hospital, while 
analgesics (Meperidine, Propoxyphene) 
hypnotics (Chloralhydrates, Secobarbital) and 
tranqu illizers (Diazepam) are among the ten 
most frequently used drugs. 
In this program each suspected adverse drug 
reaction is reported to and investigated by a 
clinical pharmacologist. In nearly all cases when 
the attending doctor suspected an adverse drug 
event, the clinical pharmacologist confirmed 
his impression. 
Our Centre has also participated in the adverse 
drug reaction report ing program of the Health 
Protective Branch of the Department of National 
Health and Welfare. This has provided us with a 
good opportun ity to compare the voluntary 
reporting system with intensive monitoring. In 
spite of an active campaign among physicians 
and nurses, emphasizing the importance of 
adverse drug reactions and urging their detection 
and reporting, only 350 adverse reaction reports 
have been received in over 60,000 patients 
admitted to the hospital, while 552 reactions 
were detected among the mon itored patients 
although their number was, of course, consider· 
ably less. This ind icates underreporting. In other 
words, the number of reactions reported 
spontaneously by physicians may not reflect 
the number actually occurring in the community. 
One would like to draw some practical 
conclusions from these data and with some over· 
simplification perhaps the following suggestions 
could be made : 
1. Use as few drugs as possible, especially when 
they relieve only symptoms. 
2. Know the drugs you use well , and befo re 
you change from one drug you know to 
another you do not know, study its pharma-
cological actions, interactions and its 
adverse effects. 
3. Be especially careful when you order drugs 
known to exh ibit a large variety of inter· 
actions such as oral anticoagulants, oral 
hypoglycem ics, ant i-inflammatory agents 
and drugs affect ing the central nervous 
system. 
4. If in any doubt look at textbooks and tables 
prov iding information on drug interactions 
and reactions. 
5. Keep in mind the potential interact ions 
between drugs on one hand , foods, alcohol 
and household chemicals on the other hand. 
6. If your patient shows symptoms or signs 
not explained by the course of his il lness, 
th ink of a drug adverse reaction. Chances are 
that you will be right in suspecting a reaction 
and do not hesitate to report it. 
The question of drug adverse reactions 
should be kept in proper perspective. There is 
no doubt that drugs on the whole do more 
good than harm, if properly used. But with 
more knowledgeable and discriminating pre-
scribing practices we may improve their 
benefit-risk ratio. 
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The Causes and Treatment of 
Non-Disease 
The one thing doctors are not good at doing 
is nothing. Give them a patient and no matter 
what is wrong with him (or right with him) they 
will give him a treatment, a pill, an operation, a 
diet, a poultice or something that demonstrates 
that they know what they are about. 
Some years ago a young girl had a routine 
chest X-ray. It showed a soft tissue lesion at 
the apex of the right lung. She was given months 
of treatment for tuberculosis and naturally got 
better, because the X-ray shadow was due to a 
lock of hair lying over her right clavicle. Not SO • 
long ago hundreds, perhaps thousands of 
healthy young men were condemned to inval id-
ism and disabling functional heart disease (Da 
Costa's Syndrome) because they had heart 
murmurs which though innocent were presumed 
guilty until proven otherwise. The E.S.R . in the 
elderly is significantly higher than in younger 
people, but if the doctor does not know this 
and inadvertently finds that it is 'high' the 
older patient may be in for a lot of unpleasant 
and expensive investigation. 
It has been reliably estimated that about 20 
percent of what is wrong with hospital ized 
patients is 'iatrogenic disease'. This does not 
only mean disease due to 'treatment'. It means 
disease due to physicians (iatros = a physician) 
and includes the things that go wrong because 
of investigation, wrong diagnosis, bad advice 
and a few other things besides. It is not 
necessarily the wrong treatment wh ich causes 
iatrogenic problems. Patients who really do 
need certain drugs get reactions to them. Even 
thoroughly screened blood can transmit serum 
hepatitis and anti-coagulants are just as likely 
to cause bleeding as to prevent thrombosis. 
Laboratory and pathological investigations 
produce their quota of non-disease. A major 
reason is that laboratory reports get mixed-up. 
What happens then is that the patient gets some-
body else's disease. His best hope for an early 
cure is a repeat test and the recognition that 
there is a discrepancy between the results. A 
few years ago, a young woman who was 
endoscoped for X-ray negative dyspepsia had 
her gastric biopsy reported as showing 
carcinoma. This seemed so unlikely that it was 
regarded with scepticism. There was no doubt 
that there was malignant tissue in the biopsy 
and various organizational mistakes were 
considered though none could be proven. Not 
until one year, three further endoscopies and 
20 negative biopsies later was the case closed 
as another example of non-disease due to some 
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kind of technical inadvertance. 
Not all "abnormal" biochemical results 
indicate disease. For example, patients with 
epilepsy who are receiving dilantin and others 
with mood disorders who may be on 
phenothiazine derivat ives often show a slight 
elevation of the serum alkaline phosphatase. If 
this association is not known to the phys ician 
then poor Mrs. E can be in for all sorts of 
unnecessary investigations aimed at uncovering 
a latent tumor of her pancreas, bowel or dear 
knows what. 
Professor Sherlock, the world authority on 
liver disease coined the diagnosis 'transaminitis' 
to describe the non-d isease of the liver frequent-
ly diagnosed and treated because the SGOT 
may be sl ightly elevated. 
Recently, and I keep the brown paper bag as 
an exh ibit to prove it, we admitted a woman to 
hospital who in a period of some months had 
taken 27 d ifferent drugs, all prescribed by two 
doctors who did not know she was attending 
the other. Three of the medicines were for the 
treatment of constipation and four for the 
treatment of diarrhea. Another three medicines 
were for the treatment of abdominal pain and 
at least two of these were contributing to her 
constipation, namely probanth ine and code ine. 
She was on two drugs for hypertens ion, one of 
which contained reserpine, which in turn was 
aggravating her underlying depression for 
which she was getting three d ifferent mood 
altering drugs, one of which was probably also 
aggravating her constipation. We stopped all 
medications and she got better! Unfortunately, 
the treatment of non-disease can turn it into 
disease. 
The list is endless. False posit ive sputa, liver 
scans, fecal occult bloods, barium enemas, skin 
tests, E.C.G.'s. You can even get E. E.G.'s that 
show that you are dead when you are actually 
alive. 
Not all medical motives are pure. There is no 
reason why they should be. An M.D . makes no 
man a saint. The proceed ings of most medical 
review boards and tissue committees show 
ample proof of the fact that some doctors like 
Robert Burns famous character Holy Willie 
are 'dust defiled wi' sin'. A few are actual ly 
criminals. Therefore, when base motives are 
attributed to doctors, such as they are more 
concerned with making money than practising 
perfect med icine, we should not sound too 
outraged. 
Doctors do not like to be wrong and they are 
less likely to be wrong if they attribute a little 
of some disease to people who are not feeling 
perfect to start with. Which of us is? Hence 
that phrase beloved of the uncertain physician 
"a touch of". "Yes, Mrs. Brown" he says, after 
he has listened to her chest, has not heard a 
th ing wrong with it but knows she expects a 
diagnosis, because that is what doctors are for. 
"You just have a touch of pneumonia". But, a 
'touch of pneumonia' needs a 'touch of treat· 
ment' and that is when the 'touch of lincomycin' 
leads to the deluge of colitis, which in turn gets 
treated with someth ing that causes agranu-
locytosis. 
Hospital tissue committees were originally 
created to curb the removal of normal 
appendices, gallbladders, uteruses and the like. 
They have been partially successful. A recent 
art icle in the New England Journal of Medicine 
implied that about a quarter of the surgical 
operations reviewed by the very authoritative 
panel were unnecessary . 
Abortion of a physically normal pregnancy 
for social reasons is the social treatment of 
non-disease. Current statistics suggest that is is 
almost epidemic. 
The hardest thing to tell a patient is that he 
is normal, that there is nothing wrong with him, 
that he does not need any medicine, or tests 
and that he does not need to report back. 
Thousands of people remain patients because 
they continue to attend clinics for disease they 
either never had or were cured of a long time 
ago. 
At rounds one day, one of my residents was 
unwise enough to say in an unguarded moment 
about the rady with lincomycin induced colitis 
we had helped to get better, "we did not treat 
her with anything". I swooped on him. "Let's 
put that the right way round" I said. "What you 
meant was, 'we treated her with nothing'." 
The best thing in medicine is to tell patients 
who have very little wrong with them that they 
have very little wrong with them and then give 
them nothing for it. If you have the courage 
and the intellectual integrity to do that you will 
save a few lives and you will certainly keep a lot 
of people healthy. 
Pathological Photoquiz 
Fig. 1 is a pap smear (vaginal) which was 
taken from a four year old patient prior to 
operative procedure. 
Fig. 2 is from a smear taken three months after 
the procedure. Can you guess what was found 
at the time of operation? 




A Smvey of Faculty of Medicine Health 
Habits 
With special thanks to Paula Donahue, Shayne 
Lanys, Louise Martin, Margaret Morden, Richard 
Musto, Joan Pivnick, Skai Stevenson, Donna 
Taylor, John Walker, Peter Williamson, Volker 
Winkler, Paul Wright. 
What prompted this study? Perhaps it was 
just a quiet sense of disgust when yet another 
lecturer lit up in a smqkeless classroom? or 
when another clinician puffed away during 
pediatric rounds? Perhaps it was just the 
scathing self-righteousness of young Turks or 
maybe it was nothing more than a passionate 
curiousity about health habits and health 
education. 
We decided to conduct the survey by 
telephone in order to secure a meaningful 
compliance rate even though that meant 
compromising our objectivity to the extent of 
utilizing different interviewers. Eleven students 
interviewed ten faculty members each. The 
1974-75 calendar of the Faculty of Medicine 
lists 660 faculty members, so we selected every 
sixth person. We were able to contact 97. One 
of those refused us because he had resigned 
from the faculty . The other 96, variously 
bemused, participated without exception. 
Our survey protocol was as follows: 
Hello, my name is 
I am a medical student working with The 
University of Western Ontario Medical Journal. 
We are conducting a survey of the health habits 
of the members of the Faculty of Medicine. We 
are selecting every 6th person on the calendar 
list and you are one of those selected so we 
would like to ask you a few quest ions. 
1.a) Do you smoke cigarettes? 
b) Do you smoke a pack or more per week? 
2.a) Have you smoked c igarettes regularly 
( 1+ pk/wk) for a period of three years or 
more in the past? 
b) Have you quit in the past 6 months? 
3.a) Do you smoke a pipe or c igars? 
b) Do you smoke a pipe or c igars 1 OX or 
more per week? 
4.a) Have you smoked a pipe or cigars 
regularly ( 1 OX or more/ week) for a period 
of three years or more in the past? 
b) Have you quit in the past 6 months? 
5. Do you floss your teeth at least an average 
of 3 days out of five? 
6. Do you wear seat belts at least 80% of the 
time you spend in cars? 
7. What is your age? 
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Our results are presented in Table 1. 
Since we had never done a study like this 
before, we made a lot of mistakes and short-
comings which will inevitably compromise its 
epidemiological value. Our study is much more 
superficial than it might have been. We should 
have also asked about such things as exercise 
and alcohol and perhaps even weight and blood 
pressure and BCG or tuberculin testing as 
specified in the Hospitals Act. Alcohol would 
have presented a d ilemma, though, since we 
would have had to decide whether or not to 
be as skeptical of quantities as we are taught 
to be on wards. 
We don't have a meaningful control group, 
either. Had we had more resources of people 
and time we could have approached the Faculty 
of Law or the Faculty of Engineering for a 
reasonably comparable non-health-oriented 
professional group. Such statistics as are avail-
able and come immediately to mind are not 
sufficiently comparable or current to be able 
to make significant comparisons. If anyone 
knows of any statistics or stud ies which would 
be appropriate for comparisons, please send a 
letter to the editor of this journal so that we 
can publish that information. 
Shot through with infirmities though the 
study is, a couple of things do emerge from the 
parameters we investigated. In absolute per-
centages the figures are not all that heartening. 
I suppose we ought to be impressed that 68% 
wear seat belts regularly or better yet that 76% 
of the younger faculty wear them. What that 
means, though, is that one quarter of the 
younger members of the faculty are ignoring 
the most effective available prophylax is against 
the most serious health hazard that they face. 
We would consider it malpractice o r neglect 
to be so caval ier in our prophylax is of d iphtheria 
or polio -- how is it that we can be so careless 
with seat belts, particularly when we see the 
victims of that kind of neglect so often? The 
other disconcerting reflection about the issue 
of seat belts is the Australian example. In 1971 
Australia legislated that anyone operating a 
vehicle equipped with seat belts and not using 
them would be liable to a $20.00 fine . Spot 
checks in 1972 revealed that 72% of urban 
dr ivers were us ing their belts. 1 I don 't know 
all the details of how the checking was done, 
but if the figures are accurate, then we are 
forced to the dismal conclusion that a stroke 
of the legislative pen is a more effective 
inducement to the wearing of seat belts than 
Male& Male Female 
Female Male Female > 40yr. < 40yr. >40yr. < 40yr. 
TOTAL 96 (100) 89 (100) 7 (100) 52 (100) 37 (100) 5 2 
SMOKERS: 
Cigs. or Pipe 40 (42) 37 ( 42) 3 ( 43) 25 ( 48) 121' 32) 2 1 
Cigs. Only 15 (16) 12 ( 13) 3 ( 43) 6 ( 12) 6 ( 16) 2 1 
Cigs. & Pipe 5 ( 5) 5 ( 6 ) 4 ( 8) 1 ( 3) 
Pipe Only 20 (21) 20 ( 22) 15 ( 29) 5 ( 13) 
Regular Smokers 
i.e. Cig pk/ wk 
or Pipe 10 
bowls/wk 30 (31 ) 28 ( 31) 2 ( 29) 20 ( 38) 8 ( 22) 1 1 
Cigs. pk/ wk 18 (1 9) 16 ( 18) 2 ( 29) 10 ( 19) 6 ( 16) 1 1 
Cigs. pk/ wk 2 ( 2) 1 ( 1) 1 ( 14) 1 ( 3) 1 
Pipe 10 bowls/ 
wk 15 (1 6 ) 15 ( 17) 12 ( 23) 3 ( 8) 
Pipe 10 bowls/ 
wk 10 (1 0) 10 ( 11 ) 7 ( 13) 3 ( 8) 
CHANGED 
SMOKING 
HABITS 33 (34) 32 ( 36) 1 ( 14) 19 ( 37) 13 ( 35) 1 
Ou it Cigs. 15 (16) 14 ( 15) 1 ( 14) 5 ( 10) 9 ( 24) 1 
Reduced Cigs. 
switched to pipe 8 ( 9) 8 ( 9) 7 ( 13) 1 ( 3) 
Ou it Pipe 2 ( 2) 2 ( 2) 1 ( 2) 1 ( 3) 
Reduced Pipe 1 ( 1) 1 ( 1) 1 ( 3) 
Ou it Cigs. & 
Pipe 5 ( 5) 5 ( 6) 5 ( 10) 
Reduced Cigs. & 
Pipe 2 ( 2) 2 ( 2) 1 ( 2) 1 ( 3) 
NEVER SMOKED 
i.e. never smoked 
regularly 3 yr. 33 (34) 30 ( 34) 3 ( 43) 15 ( 29) 15 ( 41) 2 1 
FLOSSES TEETH 
3 ou t of 5 days 35 (37) 33 ( 37) 2 ( 29) 18 ( 35) 15 ( 41) 2 
WEARS SEAT 
BELT 
80% of time in car 65 (68) 60 ( 67 ) 5 ( 71) 32 ( 62) 28 ( 76) 3 2 
NEVER SMOKED 
& FLOSSES & 
WEARS SEAT 
BELTS 10 (1 0) 10 ( 11) 6 ( 12) 4 ( 11) 
QUIT SMOKING 
& FLOSSES & 
WEARS SEAT 





BELT 28 (29) 27 ( 30) 1 ( 14) 18 ( 35) 9 ( 24) 1 
Table 1: percentages in brackets. 
Pipe smokers includes cigar smokers. 
All changes of less than six months duration (2) were ignored for the purposes of the study, in 
order to weed out the non-quitting qu itters. 
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the most extravagant health care education 
in the world. That is a sobering conclusion, but 
we should not be all that surprised. The Insurance 
Institute for Highway Safety conducted a st udy 
to see if belt usage could be increased by 
television advertising. The Institute chose a low· 
to-middle income American town served by 
two separate cable television systems. They ran 
their campaign on one company's system and 
used the other company's subscribers as a 
control group. Advertising messages worth 51 
million dollars were carried on one system for 
nine months during morning, daytime and 
evening programs as well as during special 
sporting events. There were separate messages 
aimed at children, adolescents and adults. At 
the beginning of the study the wear rate for 
both groups was 18% and at the end it was 
the same. 2 
What is the avowed position of the govern· 
ment of the province of Ontario? The March, 
1974 throne speech promised seat belt legisla· 
tion. On January 14, 1975 there was a legisla· 
tive change of heart and provision for a 
$650,000 seat belt education program. To give 
credit where credit is due, Queen's Park does 
come up with a bright idea once in a while ·· 
but it can also be guaranteed to extinguish it 
before it does any good. 
What about smoking? If we want to look 
at the brighter side of it, 58% of the faculty 
does not smoke at all, or better yet, 69% smoke 
less than a package of cigarettes or 1 0 pipes or 
10 cigars a week. Only 31% are well-entrenched 
smokers. Are they the same obdurate bunch 
that refuses to buckle up? 
Of the 37 male smokers, 18 are among the 
29 that do not belt up whereas only 19 are 
among the 60 that do. That finding is significant 
to p < .035. In other words, there is a signifi· 
cant correlation between smoking and seat belt 
non-compliance. Is the converse also true? If we 
look at the correlation between non·smokers 
and seat belt wearers we find that 52 of the 89 
males in the sample do not smoke and 41 of 
them are among the 60 that wear belts. Un· 
fortunately the statistical tyrannies that we 
pored over in Epidemiology crumble that f inding 
into the insignificance of p < .08. In other 
words, there is no significant correlation be-
tween non-smokers and seat belt wearers. If we 
plunge deeper into the mire and consider 
flossing, the lines are much more clearly drawn. 
Of the 33 males who floss regularly, 27 are 
among the 41 that belt up and do not smoke, 
while only 6 are among the other 48. Flossing, 
then, is strongly associated with non-smoking 
seat belt wearers {pt .0025) . 
If we put all that into other terms what 
does it mean? If you meet a male faculty 
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member the odds are 2: 1 that he regularly wears 
his seat belt . If you see him 'light up' the odds 
are 2: 1 that he does not. If you know that he 
flosses his teeth the odds are 5: 1 that he is a 
non-smoking seat belt wearer. 
To a greater or lesser extent those are fairly 
predictable conclusions. Unfortunately the 
sample is too small to be able to prove anything 
else. It is rather interesting to note, though, that 
the considerable d ifference between the smoking 
habits of the males under forty and those over 
forty is largely accounted for by pipe smoking. 
If we consider cigarette smoking, which, after all, 
is the most hazardous, we find that the two 
groups are only minimally discordant. 
The whole issue of cigarette smoking con· 
sequences and costs is rather an interesting one 
and one which has been well documented. Smok· 
ing is the most common cause of fatal fires in 
the U.S. 3 Cigarette smokers report 45% more 
lost days from work per person per year due to 
illness of all kinds, than do persons who have 
never smoked.4 Health care costs due to 
cigarette smoking are estimated at 11 .5 billion 
dollars annually in the U.S. That is more than 
five times the total receipts of federal taxes on 
all tobacco products. 3 I suppose it is only fair 
and just to grant the individual the right to beat 
his own path to his own damnation in whatever 
way he sees fit . I think it is· quite another 
matter to pave that road with public money 
and that is what our cigarette smokers are doing. 
The same discrepancy may exist with alcohol, 
but I do not have the figures to confirm it. 
Medical care now costs Canadians 7 billion 
dollars annually (9% of personal income in 1971) 
and the cost is escalating at 12-16% per year. 
How healthy are we, for all that money? In 
1971 , 157,000 people died in this country. 
Even though we are, by all accounts, an affluent 
nation, half of those who die among us fall 
short of the Biblical three score and ten, as it 
was recorded by Moses (Psalm 90) when the 
people of Israel lived in tents and wandered 
through the desert. Before age five, 7,600 died. 
From age five to thirty-five, motor vehicle 
accidents claimed 6,200 of the 9,700 deaths. 
For the age group 35· 70 there were 58,000 
deaths. Of these, 25,700 were due to cardio· 
vascular disease. Another 5,000 died of respir· 
atory cancer, bronchitis, emphysema or asthma. 
Another 2,000 died of liver cirrhosis. Cardio· 
vascular disease, accidents and respiratory 
disease are the three principal causes of 
hospitalization. 5 
These diseases are not the burden of a 
mysterious curse or a blundering fate, but 
rather to a very significant extent, they are 
diseases that we bring upon ourselves. As far as 
the respiratory disease and the accidents are 
concerned the direction is obvious. Education 
does not work, even the most educated health 
care personnel don ' t make enough personal use 
of their knowledge. If we had to pay for our 
carelessness directly in the form of increased 
cigarette taxes and fines for not wearing seat 
belts, t hen at least the costs of that folly would 
be d istributed where it belongs, and we would 
have a healthier country for it, too. 
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Neural Integration of Physiological Mechanisms and Behaviour, J .A. F. Stevenson Memori al Volume; 
G.J . Mogenson and F.R. Calaresu eds., University of Toronto Press : 442 pages, $35.00. 
The men from long ago and, in science, those from far away are always great men . The chasms of 
t ime and space reverberate with the names of those who stumbled after truth -- and the wider the 
chasm, the deeper the reverberation. Those who have lived and worked quietly in our own city are as 
quietly forgotten -- we are contemptuous of or at least oblivious to the abilities of our own. This vo l-
ume started out as a memorial to such a man, J .A.F. Stevenson. For twenty years until his death in 
1971 he shepherded Western's fledgling Physiology Department from its postwar poverty and insigni-
ficance into what it is today. He became a world authority on hypothalamic mechanisms relati ng to 
food and water intake, but perhaps even more significantly he was an inexhaustible catalyst in the 
Canadian scientific community -- with his numerous associations, committees, boards, councils, and 
whatever (including editorships of several scientific publ ications) . 
This volume started out as a memorial, but it does much more than commemorate. There are two 
introductory essays about Stevenson as he is remembered by two of his colleagues and friends. Another 
essay presents a fascinating, albeit brief, sketch of the historical development of experimental physio-
logy since Lavoisier's experiments on the biological consumption of oxygen in 1789. The other 24 
articles surge into the forefront of modern physiological research. 
There are such things as control of female sexual behaviour (progesterone facil itates it in many 
species, but with a puzzling latency period). relation between appetite and endocrine develo pment 
(rats have both lipostatic and thermostatic satiety controls and each is regulated differently). another 
article explores hypothalamic relations to the limbic system and the reticular formation, and Dr. Joh n 
Girvin has contributed a review of the clinical correlates to a lot of t he laboratory studies on t he 
hypothalamus and limbic system. 
Much of it is too abstruse fo r my understand ing, but not for my appetite-- because it is t he kind of 
boo k which asks more questio ns t han it answers. It is a labour of love by people from the fou r corners 
of t he gl obe delving deeper and deeper into the intr icate depths of creation, coaxing its su btlest won-
ders into the light. 
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The Problems of Primary Care Practice 
in London, Ontario 197 4 
"Can you identify any spec ific problems that 
you have in obtaining services for your pat ients 
in London?" 
The replies to the above question by the 
primary care physicians of London form the 
basis of this paper. 
Primary care, which encompasses all care 
that is d irectly accessible to the public, has been 
receiving increasing attention for the past two 
years. In september, 1973, the London Health 
Council requested Dr. I. McWhinney to form a 
committee to examine the delivery of primary 
health care in London, to identify problems 
and recommend solutions. 1 A short time later, 
the Ontario government released the Report of 
the Health Planning Task Force chaired by Dr. 
J.F. Mustard. 2 This report strongly emphasized 
the key role of primary care in health services, 
and the need for coordination and integration 
between the primary and secondary sectors. 
Thus it happened that our question was asked 
at an opportune time. 
In May, 1974, there were 179 physicians 
actively providing primary care in London. This 
encompasses those physicians directly accessible 
to the public for general medical care, and 
includes all family physicians, student health 
service physicians, emergency physicians and 
some paediatricians, internists and gynaecolog-
ists. With P.S.I. Foundation funding, 97 per 
cent of these physicians were interviewed. Their 
replies to the question presented at the begin· 
ning of this paper allow us to identify the 
problems that these physicians see as pressing. 
It is my hope that medical students read ing 
this paper will become more aware of the close 
inter-relationships of all health serv ices; that 
faculty and alumni readers will work towards 
solving as many of the following problems as 
possible. The topics are ordered, not by 
importance or by clinical significance, but by 
the number of physicians identifying that 
problem. 
1. Shortage of Nursing Home and Chronic 
Care Beds 
The pressure for more chronic beds in 
London has been increasing for some time. 
Effects of the relative shortage are being fel t in 
diverse ways. Patients requiring only chronic 
care are being kept in active treatment beds, 
thus making those beds less available for acute 
care. Old age homes are being forced to care for 
patients that they are not equipped to handle. 
Many of the difficulties at the city's Dearness 
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Home fo r the Elderly can be related to the 
need to care for people sicker than anticipated. 
Role studies done by the chronic hospitals 
show that they are lacking beds.3 The process 
for government approval of new beds is lengthy. 
Although more chronic and nursing home beds 
are scheduled for London, the problem will not 
be alleviated for years. Two hopeful develop-
ments have recently occurred. The London 
Health Council has established an Assessment 
and Placement Service that will coordinate the 
placement of the elderly. Secondly, the 
University has appointed a head of Geriatrics. 
Attention can now be directed towards the 
larger issue of the optimum requirements for 
the care of the elderly in London. This 
includes chronic bed care, nursing home care, 
domiciliary care and services for the elderly 
at home. 
2. Dissatisfaction with Psychiatric Services 
during Crises 
This frequently voiced problem has two 
components; diff iculty in obtaining acute 
psychiatric admissions and a relative inaccess-
ability to psychiatric consultation for acute 
problems. 
The four London Hospitals that provide in-
patient care for psychiatric problems have no 
coordinated admission policy. A physician may 
contact all four to obtain a needed psychiatric 
admission and still be unsuccessful. Even 
though the demand for available psychiatric 
beds is great, the London Psychiatric Hospital 
may further reduce the number of available 
beds because of budget restrictions. 
Many of the primary physicians were 
concerned about t he difficulty in obtaining 
psychiatr ic consu ltation on short notice. This 
problem may reflect a need for more psychia-
trists, or for greater availabil ity of the existing 
psychiatrists. Alternatively , the physicians' 
demands for immediate psychiatric inter-
vention may not be feasible . The problem is 
pressing and it is important that solutions be 
sought. S ince the survey, the London 
Academy of Medicine has scheduled a meeting 
of psychiatrists and family physicians that will 
consider the handling of the acute psychiatric 
patient. 
3. Difficulty in Obtaining Acute Hospital 
Admissions 
In 1972, in an effort to control costs, the 
Ministry of Health reduced the ideal number of 
active treatment hospital beds from five to four 
per thousand population. This has meant that 
some hospital beds have been removed from 
use in the city's three acute hospitals. In 
addition, because the need for teaching beds 
increases as the number of medical under-
graduates grows, an increasing percentage of 
the London hospital beds are reserved for 
the patients of teaching physicians. This has 
created difficulties for those non-teaching 
physicians who are trying to admit patients. 
4. Long Waits for Consultations 
For many primary physicians, it is bother-
some to have to wait months for consultants 
to see the ir patients with non-acute problems. 
Specialties most frequently mentioned as being 
inaccessible were orthopaedics, psychiatry and 
dermatology. A lso mentioned were ophthal-
mology, neurology, rheumatology and allergy. 
There is a problem of some specialty consultation 
being relatively unavailable to the primary 
physicians of London. In view of limited man-
power and time, a plann ing group of primary 
physicians and specialists could determine the 
most effective way of using the available re-
sources. 
5. Delays in Obtaining Auxiliary Services 
Several services were noted as being relative-
ly inaccessible to the community physicians 
because of long waiting lists. Most prominent 
were physiotherapy, diabetic counselling, and 
marital counselling. 
6. Difficulties in Managing Medical-Social 
Problems 
Severa l doctors found great difficulty in 
contacting social workers when their patient's 
problem was of a social nature. Some doctors 
found that they did not know where to refer 
children with school problems. Other physicians 
were concerned that too many groups were 
trying to deal with this problem in an uncoor-
dinated fashion (i.e. school psychology service, 
family physicians, paediatricians, social agencies) . 
Alcoholism was a problem to many physicians 
due to lack of commun ication with local 
agencies and lack of facilities for female 
alcoholics. 
7. Expense of Services Not Covered by OHIP 
Specifically mentioned were psychometric 
testing, psychological services, dental care, and 
homemaker services. Often the patients most 
in need of these services could least afford them. 
8. Unfamiliarity with Community Facilities 
and Services 
Twenty-five per cent of London 's primary 
physicians have started practice in the last three 
years. Many of these as well as some established 
physicians are unaware of the broad range of 
services which may be of benefit to their patients. 
Two positive developments may help alleviate 
the situation. Information London is a telephone 
service that is acting as a clearing house for many 
problems. Secondly, the London Academy of 
Medicine has distributed a directory which 
describes London services available to assist the 
physician in caring for his patients. 
Conclusion 
The preceding list is not an all-inclusive summary 
of London primary care problems, but on ly 
those uppermost during May, 1974. Lest anyone 
despair at the thought of doing primary practice 
in the face of these problems, let me reassure 
you. Only 10 percent of London family 
physicians left practice in the last seven years. 
The majority of those retired! 
While London may be short some facilities, 
i.e. hospital beds, many of the problems are 
problems in communication. The solution to 
those will not be to provide more profess ionals 
or more money, but to bring the involved 
professionals together so that they can work 
cooperatively. 
As you read this, many of the above problems 
may be well on the way to being resolved. New 
problems will certainly arise to replace them 
and the search for solut ions will continue. 
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Nature is, above all , profligate. Don't believe them when they tell you how economical and thrifty 
nature is, whose leaves return to the soil. Wouldn ' t it be cheaper to leave them on the tree in the 
first place? Th is deciduous business alone is a radical scheme, the brainchild of a deranged manic-
depressive with l imitless capital. Extravagence! Nature w i ll try anything once. This what the sign of 
the insect says. No form is too gruesome, no behaviour too grotesque. If you're dealing with organic 
compounds, then let them combine. If it works, i f it quickens, set it clacking in the grass; there is 
always room for one more; you ain't so handsome yourself. This is a spendthrift economy ; though 
nothing is lost, all inpent. 
"Pilgrim At T inker Creek" 
Ann ie Dillard 
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Community Health Centre Roddickton 
Dr. Fred Pattison 
Dr. Pattison left his post in Newfoundland eighteen months ago to accept a posit ion with the 
Student Health Service and to take on the direction of the London V .D. clinic. He wrote this art icle 
in 1972 when he was in the thick of bush-doctoring. With profuse thanks and apologies we repro· 
duce it from the journal of the International Grenfell Associat ion, "Among the Deep Sea Fishers", 
Vol. 70, 5:8-12, April 1973. 
A new experiment was initiated in 1971 , 
when the Rodd ickton Nursing Station was 
approved f or conversion to a Commun ity Health 
Centre. By July, a start had been made on con· 
structing the doctor's residence, a comfortable, 
split-level house built along the lines of some 
at St. Anthony. It was also in July that my wife 
and I first visited Rodd ickton. A lthough not 
classically beautiful as a town, its surrounding 
countryside, dominated by Cloud H ill, is 
magnificent and varied. There is unlimited 
scope for hunting, fishing, boating, berry-
pick ing, snowmobiling and hiking. We received a 
warm and frinedly welcome from everyone in 
the area. 
My first task was to draw up a plan of re-
construction to provide adequate facil ities. The 
entire ground floor was stri pped. A simple 
listing of the new rooms will give an idea of the 
scope and emphasis in the new centre. 1) A 
large, well-appointed waiting-room, with separate 
washrooms for male and female patients 2) An 
office for the secretary-receceptionist 3) The 
doctor's office. For this, a special paint ing of a 
typical Rodd ickton landscape was commissioned 
by a local artist, Mr. Scott Fillier. 4) A full y 
equipped dental office and laboratory. 7) A 
laboratory for basic biochemical, hematological 
and bacteriological investigations. 8) A room 
for handling emergencies and special procedures; 
it is equipped with a portable X·ray unit, and a 
dark-room is located nearby. 9) An office for 
the public health nurse. 10) A large room which 
is the waiting area and clinic for the public 
health nurse; however during the evening th is 
can be changed easily into a seminar room, with 
motion·picture and still projectors and other 
audio-v isual aids. It is also used for school classes 
for severely handicapped children in this area. 
Less extensive changes were made on the 
second floor. This now includes living accommo-
dation for the nurses and the laboratory 
technician, in-patient wards for four adult 
patients, two ch ildren and two infants; a labour 
ward; and a guest room. 
The full-time staff complement recommended 
and approved for the Health Centre comprises a 
doctor, a sen ior nurse who is also a m idwife, a 
junior nurse, a publ ic health nurse, a combined 
laboratory and X-ray technician, a janitor, a 
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secretary-receptionist, four medical aides, and a 
cook. 
Much emphasis is given to preventative 
medicine in the community. The publ ic health 
nurse gives top priority to child and maternal 
health. She carries out a full range of act ivities, 
including well-baby clinics, immunizations, 
school physical check·ups, home visits, and 
organizing the tuberculosis control program. In 
addition, she gave a course in Emergency First 
Aid to all the school bus drivers in this area, 
leading to St. John Ambulance certification. 
The doctor cooperates with the public health 
nurse in many of the above·mentioned activities; 
for example he acted as examiner in the First 
A id course. In addition, he carried out physical 
examinations on all students in the final two 
grades at all the High Schools serving Main 
Brook, Conche, Roddickton, Englee, and Harbour 
Deep. At these same High Schools, he gave 
talks to students as and when requested by the 
Principals. The most frequent request was for 
practical aspects of sex (anatomy; changes at 
puberty; coitus; contraception, abortion and 
sterilization ; and venereal diseases) . 
During the winter some seminars are be ing 
conducted at the Centre. These involve a series 
of talks by the doctor and staff on how the 
body works (with appropriate comments on 
common diseases and practical preventative 
med icine). after which one or more National 
Film Board movies are shown . These films are 
main ly non-medical, and focus on the life, 
hobbies and sports in Canadian and other 
cultures. In the f irst meeting, for example, the 
talk covered a simple account of the heart, the 
circulat ion and blood; this led up to a d iscussion 
of hypertension, coronary artery d isease, and 
varicose veins, and everyday measures for m ini-
mizing the risk of acquiring these condit ions. 
The three films shown were "Labrador Hospital" 
(an account of work in the I.G.A.). " Blades and 
Brass" (an impression of a National Hockey 
League season set to music in the T ijuana brass 
style). and "The Stowaway" (the story of a boy 
who stows away on a fishing schooner bound 
for the Grand Banks). It is hoped that these 
meetings will result in a closer integration 
between the Centre and the community. 
The doctor holds regular weekly clinics at 
Main Brook, Conche and Englee; and fort-
nightly clinics at Harbour Deep. For the rest of 
the week he is based in Roddickton. In addition, 
he holds occasional clinics along the French 
shore at Croque, Grandes Oies, Harbour de Vieu 
and the Fichot Island. Transportation varies for 
each community. If available, roads are used . 
Otherwise plane, helicopter, snowmobile and 
local boats are used. For example, Harbour 
Deep is reached in the 24ft. "Marlena Mae" 
through the cooperation of Mr. Ches Cassell of 
Englee; this often involves battling Atlantic 
blizzards, storms and gales for four or five hours. 
The clinics along the French shore are held on 
the hospital ship "Strathcona" if possible; how-
ever, during the winter the trip involves travel -
ling some sixty miles by Skidoo through forests 
and over frozen lakes. 
The nurses also hold clinics at the above 
communities. Their work includes all the ante-
natal and post-natal checkups, supplying and 
restocking medications, and the diagnosis and 
treatment of medical problems. Any cases 
which cause concern are seen by the doctor at 
his next regular cl inic (or sooner, if the problem 
is urgent) . 
The senior nurse at Roddickton is in charge 
of the administration of the Community Health 
Centre. This includes the employment of the 
medical aides (and the ir hours and duties). the 
submission of monthly accounts and statistics, 
regular contact with St. Anthony by means of 
the radio-telephone, and solving the many day-
to-day problems that arise. Moreover, the senior 
nurse is a fully trained midwife, and as such she 
carries out, or assists at, the deliveries at the 
Health Centre. Final ly, she is in charge of all 
medical matters in the absence of the doctor, 
and reports all problems to him on his return. 
Some of the medical aspects of the Centre 
have already been touched on. We serve a 
population of over 6,000 people located along 
about 120 miles of the wild Atlantic Coast. 
Transportation of patients is an ever-present 
worry, first in getting to the Centre and then, if 
necessary, to St. Anthony. Emergency cases 
have to be assessed clinically and then in terms 
of available transportation facilities. For 
example, can a patient with severe third-
trimester bleeding surv ive a four-hour car trip 
to St. Anthony along a bumpy gravel road? 
Frequently air transportat ion is not available 
because of poor weather or conflicting prior ity 
commitments of I.G.A. aircraft. 
Services prov ided locally include all types of 
first-contact medicine. Patients who cannot be 
treated adequately with our limited facilities 
are referred to St. Anthony. Less serious 
conditions may call for admission to the Centre; 
examples of these include appropriate obstet-
rical patients, children with croup or pneumonia, 
and patients requiring observation to establish 
a diagnosis. Treatment carried out locally 
includes ambulatory (minor) surgery, tooth 
extractions by the doctor (or dentist if he is 
available). special procedures, and the provision 
of all types of medication. Drugs are sold at 
the Centre, thus avoiding any delay, and afford-
ing a considerable financial sav ing to the patient. 
Specialist clinics are held at the Centre from 
time to time by I.G.A. staff. Most frequently 
these are in surgery, obstetrics and gynecology, 
pediatrics, psychiatry, dentistry, and opthal-
mology. Needless to say, emergency service 
is available at all times of day or night through-
out the year. 
The X-ray and laboratory work is handled 
by one technician. The X-ray equipment is 
most frequently used to detect fractures and 
for routine chest films. More involved radio-
logical examinations are carried out in St. 
Anthony. Laboratory work includes basic tests 
of clinical importance. Having these services 
available locally ensures that a faster and more 
accurate diagnosis is reached, and frequently 
saves a patient an unnecessary trip to St. 
Anthony. 
During my first year at Roddickton we had 
to face a bewildering array of medical problems, 
often in the middle of the night. At times I 
wished that I could discuss puzzling cases with 
another doctor. The feeling of being isolated 
and "alone" when handl ing serious emergencies 
can be very disquieting. On four consecutive nights 
recently we had to contend with the victims 
of a car accident, a case of frank bleeding from 
a colostomy, a case of hemoptysis and cough 
which turned out to be previously-undiagnosed 
pulmonary tuberculosis, and a girl with 
abruptio placentae. A few nights later I was 
called by the R.C.M.P. to examine the assailant 
and victim in a proved case of rape. 
Trauma figures prominently in our daily 
work, often resulting from axes, chain-saws, 
snowmobiles and cars. Some bizarre wounds 
were seen last winter. For example, a girl had 
effectively opened up a second mouth below 
her lip due to a long deep laceration which 
exposed her teeth. A boy came in with a skull 
laceration extending from the occiput to his 
right eyebrow; the scalp was sagging sideways, 
exposing most of his sku ll. And amputated 
fingers, bone fractures and joint dislocations 
were commonplace. 
Ped iatric emergencies presented fairly 
frequently; for example, we had several cases 
of acute bacterial meningitis and viral 
meningoencephalitis, in addition to the more 
common acute respiratory infections. Medical 
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problems ran the gamut from acute myocardial 
infarctions, congestive heart failure, leukemia, 
pernicious anemia, and cancers tc uch every 
day complaints as scabies, psoriasis and 
gonorrhea. An occasional case of diabetic or 
hepatic coma turned up. In the area, we have 
patients suffering from congenital diseases such 
as cystic fibrosis and muscular subaort ic 
stenosis. And most frequently of all , came the 
psychosomatic complaints of headache and 
obdominal pain, which can cause so much un-
certainty and worry in regard to a defin itive 
diagnosis. 
Two examples from the above list will 
illustrate the worries and frustrations of out-
post medical practice. At 1 a.m. one dark night, 
a n ine-month-old baby boy was brought to the 
Centre by his distraught parents. He was 
absolutely rigid with a sustained tonic convu 1-
sion. His jaws were so tightly clenched that an 
air-way could not be inserted. At times he had 
marked tremor of his arms and legs. His tem-
perature fluctuated between 102° and 1040. 
We were thus confronted with a pediatr ic 
emergency situation with no chance of air 
transportation before dawn, several hours 
away. Our initial impression was acute bacterial 
meningit is, so we spent the night with the baby, 
apply ing sponges, clearing his chest by postural 
drainage, and administering ampicillin, diazepam 
and phenobarbital. The diagnosis was proved by 
a W.B.C. count of 10,000 in the C.S.F. In 
addition to the diagnos is and treatment of the 
child, we had to balance the pros and cons of 
the four-hour road trip to St. Anthony versus 
the possibility of dawn air transportation. We 
decided on the latter, all went well, and the 
child is now fit and happy. 
The second example illustrates a common 
PATHOLOGY QUIZ ANSWER 
type of medical emergency. A 51 -year-old man 
presented at the Centre with severe chest pain 
radiating to both arms. Everything indicated a 
myocardial infarction (coronary heat attach). 
But the sun was slowly sinking below the 
horizon. Clearly the patient required transfer 
to a coronary care un it, but once again came 
the problem of transportat ion. Could he sur-
vive the four hours of jolting along the road? 
If we kept him until the next morning, might 
he not develop congestive heart failure, shock 
or arrhythmias in the meantime? This time we 
decided on the road trip, after appropriate 
treatment had been given. A Massive infarction 
was confirmed in St. Anthony the next day ; the 
patient gradually recovered. 
Most of the surgical and obstetrical 
emergencies are sent immediately to St. Anthony. 
whenever possible. For example, on a boat trip 
to Williamsport on a stormy winter evening, 
we were approached by a man in great distress: 
it was easy to see, even in a rocking boat, that 
he had a huge strangulated inguinal hernia that 
required immediate surgery. Psychiatric 
problems abounded, with acute depressions 
occuring most frequently, and psychoses being 
relatively rare. 
After just over a year at the new Centre, I 
can say that I believe this new type of medical 
facility has been a success, and that it has had 
good acceptance from the people that it serves. 
In any changeover from a Nursing Station to a 
Community Health Centre, it is obviously 
difficult for the incumbent nurses to adjust to 
the new set-up, and the ability to adapt varies 
with the individual. Such problems as arise 
often result from poor communication among 
the staff : regular meetings go a long way in 
avoiding misunderstandings. 
A 500 gm. tumor was found in the left ovary of this young girl who presented with vaginal bleeding, 
development of her breasts and growth of pubic hair. The tumor was functioning and this explains the 
maturation of the vaginal epithelium into intermediate and superficial cells (Maturation index 
0/ 90/ 10). This is abnormal for that age group and three months after resection of this tumor, the 
epithelium returned to the normal atrophic state. This is evident in the smear shown in Figure 2 which 
is formed of sheets of pure parabasal cells (M. I. 100/ 0/0) . Figure 3 shows the gross appearance of this 
tumor, and figure 4 its' histology. "What is you r final diagnosis? (Final answer on page 196) 
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Junior Internships 1975-76 
It is expected that the degree of Doctor of Medicine will be granted to all or most of these students 
at Convocation, June 6, 1975. (Rotating Internship unless otherwise stated) 
Allen, Richard William 
The University of Western Ontario 
(I ntegrated Program) Family Medic ine 
London, Ontar io 
Baker, Raymond Paul 
St. Joseph's Hosp ital 
London, Ontario 
Beattie, Robert Alan 
Ottawa Civic Hosp ita l 
Ottawa, Ontario 
Beatty, Myles Franklin 
Scarborough General Hospital 
Toronto, Ontario 
Berney, Richard Thomas 
St. Joseph' s Hosp ital 
Toronto, Ontario 
Birch, John Gerard 
Ottawa Civic Hospital 
Ottawa, Ontar io 
Blacklock, Donald Malcolm 
Dalhousie University · Family Med icine 
(I ntegrated Program) 
Halifax , Nova Scotia 
Blake, Gary George 
St. Joseph's Hosp ita l 
London, Ontar io 
Backing, John Kenneth 
Victoria Hospital · Mixed 
London, Ontario 
Brown, Miriam Eunice Ridley 
Toronto General Hospital· Rotating/Mixed 
Toronto, Ontario 
Brown, Peter Joseph 
Toronto General Hospital · Straight Psychiatry 
Toronto, Ontario 
Brown, Peter Maurice 
The University of Western Ontario 
Straight Medic ine 
(I ntegrated Program) 
London, Ontar io 
Bruckschwaiger, Mary Louise Humeniuk 
Victoria Hospital 
London, Ontar io 
Campling, Barbara Grace 
Toronto General Hospital 
Toronto, Ontario 
Cohen, Nathan Phillip 
St. Paul' s Hospital 
Vancouver, Br itish Columbia 
Cooke, Donald Walter 
Royal Victor ia Hosp ital · Rotating/Mixed 
Montreal , Quebec 
Cutbush, Wesley Shier 
The Un iversitY o f Western Ontar io 
Family Medic ine (Integrated Program) 
London, Ontario 
Da Silva, Terence Richard Francis 
St. Joseph ' s Hospital 
London, Ontario 
Deimling. John Peter 
North York Genera l Hospital 
Toronto, Ontario 
Desaulniers, George Edward 
The University of Western Ontario 
Family Medic ine ( Integrated Program) 
London, Ontario 
Downs, Thomas James 
McMaster Un iversity · Straight Surgery 
(I ntegrated Program) 
Hamilton, Ontario 
Drummond, Douglas Cornell 
Royal Columbian Hospital 
New Westminster, B. C. 
Duck, Bryan George 
Charity Hospital - Straight Surgery 
Tulane University 
New Orleans, Louisiana 
Faccia, Giovanni (John) 
The Un iversitY of Western Ontario 
Fam il y Medicine (Integrated Program) 
London, Ontario 
Faught, James William 
McMaster University - Famil y Medicine 
(I ntegrated Program) 
Hamilton, Ontario 
Garbis, Christine 
Vic toria Hospital 
London, Ontario 
Goad, Ralph Frederick 
St. Joseph ' s Hospital · Rotating/Mixed 
London, Ontario 
Gonder, John Russell 
Vic tor ia Hospital 
London, Ontario 
Greenberg, Dennis Iran 
St. Mary' s Hospita l 
Long Beach, Cal ifornia 
Harris, Donald James Findlay 
St. Joseph ' s Hospital 
London, Ontario 
Harvey, John Tyson 
Ottawa Civic Hosp ital 
Ottawa, Ontar io 
Helliar, Stephen George 
Dalhousie Un iversity 
(I ntegrated Program ) 
Halifax , Nova Scotia 
Helwig, Steven Kilmer 
Scarborough General Hosp ital 
Scarborough, Ontar io 
Hendrie, Peter Miller 
Footh ill s Hospital · Fam il y Med icine 
Calgary, Alberta 
Klassen, Gerhard (George) 
Royal A lexandra Hosp ita l 
Edmonton, A lberta 
Koppert, George John 
Victoria Hospital 
London, Ontario 
Kryn, Edward Thadda 
St. Joseph ' s Hosp ital 
London, Ontario 
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Leung, Christopher Ping-Hung 
S t. Joseph 's Hosp ital 
London, Ontario 
Leyton, Robert Edward Geoffrey 
Queen's University - Family Medicine 
(Integrated Program) 
Kingston , Ontar io 
McAlister, Neil Harding 
St. Joseph ' s Hosp ital 
London, Ontario 
McCully, Edith Kathleen 
The University o f Western Ontario 
Family Medicine (Integrated Program ) 
London , Ontario 
Macdonald, David Roy 
Royal V ictor ia Hospital - Straight Medicine 
Mo ntreal, Quebec 
McDonald, John Wayne 
Royal Alexandra Hospital 
Edmonton, Alberta 
McFadden, Donald Douglas 
V icto ria Hospital - Mixed 
London, Ontar io 
Macko, Sharon Lynn 
Montreal General Hospital 
Montreal, Quebec 
Maloney, Brian Anthony 
Not Known at Press Time 
Mayr, Heinz George Coelestin 
Scarborough General Hospita l 
Scarborough, Ontario 
Mayr, Michael Stephan Gregor 
The University o f Western Ontario 
Family Medicine (I ntegrated Program ) 
London, Ontario 
Miller, Barry Allan 
Dalhous ie University - Family Med ici ne 
(I ntegrated Program) 
Hal ifax , Nova Scotia 
Miller, Barry John 
St. Paul's Hospital 
Vancouver, British Columbia 
Milo, Michael Edward 
The Un iversity of Western Ontario 
Straight Psych iatry ( Integrated Program) 
London, Ontario 
Mok, Chung-Suen (Albert) 
Victoria Hospital 
London, Ontario 
Morrison, Douglas George 
Royal Alexandra Hosp ital 
Edmonton, Alberta 
Mowbray, Robert Douglas 
St. Joseph' s Hosp ital 
London, Ontario 
Munro, Malcolm Gordon 
Royal Columbian Hospital 
New Westminster, B.C. 
Murphy, Ross William 
Toronto General Hospital - Straight Surgery 
Toronto, Ontario 
Mussani, Anil Mendi 
McMaster University - Fam ily Med icine 
(I ntegrated Program) 
Hamilton, Ontar io 
Mussani, Yasmin Ibrahim Tarmohamed 
St_ Joseph' s Hosp ital 
London, Ontario 
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Nancekievill, Garry Winston 
St. Joseph' s Hospital 
London, Ontario 
Naylor, Nancy Lynne 
The University of Western Ontario 
Family Medicine ( Integrated Program) 
London, Ontar io 
Neable, Barry Wayne 
The Un iversity of Western Ontario 
Fam il y Medicine ( Integrated Program ) 
London, Ontario 
Oldfield, Margaret Anne 
Ottawa Civic Hospital 
Ottawa, Ontar io 
Peat, Marjorie Elsbeth 
S t. Joseph' s Hospital 
LondOn, Ontario 
Pelz, David Michael 
Victo ria Hospital 
Londo n, Ontario 
Pepin, John Wilfred 
Toronto East General 
Toronto, Ontario 
Peterson, Steven Lewis 
Royal Jub ilee Hospital 
Victor ia, British Columbia 
Pokrupa, Ronald Peter 
Ottawa Civic Hospital 
Onawa, Ontario 
Roth, James Hubert 
Royal Jub ilee Hospital 
V ictoria, British Columbia 
Rowe, Charles David 
The Univers ity of Western Ontario 
Family Medicine (I ntegrated Program ) 
Londo n, Ontario 
Rytwinski, Zdzislaw (Cecil) Stanley 
Montreal General Hospital - Rotat ing/Mixed 
Montreal, Quebec 
Salvian, Anthony John Gino 
The University of Western Ontario 
Straight Surgery (I ntegrated Program) 
London, Ontario 
Sawa, Russell James Paul 
St. Michael 's Hosp ital - Family Medic ine 
Toronto, Ontar io 
Sawkiw, Raymond Bohdan 
The University of Western Ontari o 
Fam ily Medic ine (Integrated Program) 
London , Ontario 
Schaefer, John David 
The University of Western Ontario 
Straight Surgery (I ntegrated Program ) 
London , Ontario 
Sinclair, Colin Peter 
Victoria Hospital 
Lo ndon , Ontar io 
• smith , lan Fraser 
The Un ive rsitY of Western Ontario 
Straight Surgery (I ntegrated Program ) 
Lo ndon, Ontar io 
Steciuk, William Peter 
St. Joseph ' s Hosp ita l 
London , Ontario 
Stiell, lanGilmour 
Fo othills Hospi tal - Family Medicine 
Calgary, Alberta 
Taylor, Brian Malcolm 
Victoria Hospital 
London, Ontario 
Thompson, Barbara Jane 
Royal V ictor ia Hospital - M i xed 
Montreal, Quebec 
Toplack, Andrew Joseph 
Royal V ictoria Hospital - M i xed 
Montreal, Quebec 
Turley, Bradford Thomas 
North York General Hospital 
Toronto, Ontario 
Vernon, James Douglas 
Dalhousie UniversitY (I ntegrated Program ) 
Halifax, Nova Scotia 
Walker, Paul Rodney 
Royal Alexandra Hospital - Family Medicine 
Edmonton, Alberta 
Warren, Edward Alan 
St. Joseph' s Hospital 
London, Ontario 
Whiting, Catherine Mary 
Ottawa Civic Hospital - Family Medicine 
Ottawa, Ontar io 
Wilkins, Warren Thomas 
Ottawa Civic Hospital 
Ottawa, Ontario 
Williams, Robert Charles 





Woolley, Douglas Laird 
Waikato Hospital Board- Mixed 
Hamilton, New Zealand 
Wong, Kue-Ching (Thomas) 
The UniversitY of Western Ontario 
Family Medicine (I ntegrated Program ) 
London, Ontario 
Wright, Frederick Forbes 
St. Joseph's Hospital 
London, Ontario 
• Mr. Smith is included on this list for information 
only . He has been in Fourth Year Medicine on a letter 
of permission, but h is degree will be granted by the 
UniversitY of Toronto i nstead of The UniversitY of 
Western Ontario . 
Bon Mots from the Lectern 
or listening to second year med lectures recorded by Ann Aldis 
CLINICAL BIOCHEMISTRY 
A course outline? Why would you want that? 
(Haines) 
ANAESTHESIA 
We really don't know what an acupuncture 
point is. (Spoerel) 
MEDICAL JURISPRUDENCE 
Rape! If the fit is upon you, make sure you 
have : 1) her birth certificate 
2) her I 0 test 
3) a written consent (Mills) 
MEDICINE 
When a patient is referred in, we always 
weigh the X-rays. If there are more than five 
pounds they're useless. Our record is fourteen 
pounds - that represents an awful lot of diagnos-
tic insecurity! (Watson) 
FORENSIC MEDICINE 
Always remember to do everything, all the 
time. (Smout) 
PAEDIATRICS 
A normal appendix ... may have been 
acutely remunerative. (Marshall) 
BUERGER'S DISEASE 
Well ... some people do say there is such a 
thing. (Wilcox) 
CHROMOSOMAL ABNORMALITIES 
The few survivors of a vast genetic ship-
wreck. (Valentine) 
MARIJUANA 
There is no evidence of it causing congen ital 
malformations, but if I were pregnant, I'd put 
the pipe away. (Valentine) 
JULY 30 
. . . which, incidentally, is my birthday, in 
case any of you want to send me a card. 
(Marshall) 
R.O.O.D. 
And now, brothers and sisters, let me give 
you a sermon on the Ruling Out of Disease. 
... and remember you have to rule out 
phaeochromocytoma. 
. .. and you do all your blood tests, and 
give him a hematomata and then he's anaemic .. 
(Jackson) 
INFANT RESUSCITATION 
If the infant is breathing we have a winner 
and the obstetrician can't do any harm, no 
matter how enthusiastic he is; if it is not breath-
ing then he can't do any good - it needs to be 
ventilated. (Russell) 
MEDICAL SCRIPT 
Are you having trouble reading what I've 
wroughten? (rotten?) (Binns Smith) 
INFANT RESUSCITATION 
If t he babe's heart rate is less than 100 it 
will have to be intubated. If you wait, clouds 
of Betz cells will be going out of the window 
never to return . Even though the other faculties 
of the university need students, this is not the 
way to provide them. (Russell) 





The light at the end of the tunnel is growing 
brighter all the time: it will not be long before 
Meds '75 passes into the ranks of the Alumni. 
As seen through the retrospectoscope the past 
four years have gone by remarkably quickly. 
Of course, the process of medical education is 
a never-ending business anyway, but it is rather 
surprising that about half of us have decided 
to take up rotating internship as an interim 
measure to gain a bit more insight before 
deciding upon a career as it were. Perhaps 
another factor influencing some people has 
been the rumour that a one-year internship 
may become a collector's item fairly soon! 
What value, if any, that an additional year's 
internship may have has yet to be demon-
strated to the satisfaction of many of us. In 
fact, an informal nose-count at our Spring 
business meeting revealed overwhelming 
opposition to the proposition. Certainly 
everyone accepts the thesis that ed~:~cation 
is a good thing. Given a clinical clerksh ip, 
however, it seems as though the "powers 
that be" want us to do more or less the 
same thing for three years! 
The most perplexing development is the 
rapid evolution of a system under which one 
must now decide between General (family) 
Practice and special ization before the com-
pletion of medical school · or risk wasting a 
year in a "Rotating". Considering that the 
family practice program is qu ite similar to 
rotating internship in the first year, it seems a 
pity that a program which is either a year 
shorter or at least substantially different in the 
first year does not exist for those who are not 
prepared to specialize half way through fourth 
year. No doubt, things are in a period of 
transition, and one can but hope that all will 
resolve soon. 
Class officers have been chosen for the 
next five year term. Dr. J.B. Walker is the 
honourary president, Brad Turley, our 
president. Ray Baker has been saddled with the 
task of finding something profound to say on 
ou r behalf come graduation day. 
Many of us will be flung fairly widely across 
the country, and a few ex-patriots will be 
returning home to the U.S.A. It would be 
greatly appreciated if everyone will keep the 
Dean's Office informed of their addresses as 
time goes by. 
Finally, an appeal for black and white photos 
of printable quality of classmates from any 
year in the History of Meds '75. A small port· 
folio is contemplated for distribution to 
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members. Send me the negatives and I'll send 
them back to you. 
Meds '75 herewith bids farewell to the 
regular pages of t he Medical Journal, and to 
everyone in the Faculty, staff and friends of 
other years. While it's true that we're going 
on to other things, I doubt that many of us 
could have had a better time than we did here 
at Western. Thanks to everyone who helped 
to make it that way. 
Bye, 
Neil McAl ister, Archivist 
MEDS '76 
For those of you who haven't noticed I 
would like to make the announcement that 
Meds '76 still has intact priorities. 
Having been summoned back from the 
beaches of Florida, the casinos of Nassau the 
cliffs of Acapulco, and the slopes of Ver~ont, 
the recharged members of Meds ' 76 set out to 
energize 1975. Taking time out only occasion-
ally for such frivolities as the Great Annual 
Epidemiology Essay, we overran the Formal, 
stormed the Western Fair Arena with the most 
polished and professional curling ever seen, and 
then, still bristling with vitality we executed 
the coup de grace in the person of the Third· 
Fourth Year Party. 
What a team! What exuberance! A little 
miscalculated, though, maybe? I was up ' til 
the wee hours th is morning, working out an 
interesting thought, using sophisticated very 
mathematical formulas and the Law of Con-
servation of Energy. If I am right, and I am, 
we'll be runn ing out of said aforementioned 
steam right about 12:03 the morning of May 
9. Does the sound of that date touch off a 
tiny reverberating circu it echo ing fa intly 
amongst the cobwebs? (H int: if you fa il me, 
August wi ll be no hol iday.) What am I? 
Oh we ll , when supps rear the ir ugly heads 
we'll have the rare comfort of knowing that 
our youthful priorities are still in order, and 
that the Spectre of Medicine hasn ' t pushed 
our heads under fo r the third t ime yet! 
Paula Donahue 
P.S. Just as we go to press, I have received a 
flash from the th ird year hen party (stagette or 
whatever) held in honour of approaching nuptials 
for four of our fai r females. Apparently the 
whole gaggle was hard into the juicy sweat of 
the sk in flicks when the doorbell rang and all 
hell broke loose. Unbelievable as it may seem, 
the man who rang the doorbell was selling 
Watchtowers and urging repentance. 
John Van Dorp 
MEDS '77 
The 1974-75 year is almost gone. Are we 
really clerking next year? Everybody is starting 
to pull up their socks; even Tom McGarry d idn' t 
write any sups last term. Four guys came back 
from Christmas break engaged. What a coinci-
dence, all four getting lucky at once! Just a few 
tidbits of news . . . 
Dave Webster's wife is complain ing that ever 
since Tachy Dave still dresses up as a Munch in 
before bed! Maybe he's gazorpoed . . . Marg 
Chan celebrated our Tachy victory with one too 
many drinks. That second one will get you 
every time Marg. Ziggy Erb lost his 1001 joke 
book and was speech less fo r two weeks. The 
only thing not for sa le at the Piccadilly Square 
in the UCC is Penny Cumberland. Lesl ie Rourke 
is still mak ing med icine look easy. Alex "The Kid" 
Birnbaum is currently in train ing for his up-
coming bout with Mohammed Ali . Is that 
pugilistic or verbal Alex? Darrel Brett is trying 
to project himself on a certain young project-
ion ist. In fact he even " exposed" himself in the 
darkroom. Donna "Evil Kn ievel" Taylor has 
recovered well from a concussion she rece ived 
while rehearsing for Tachycard ia. I guess you 
can ' t keep those Black Diamond Riders down. 
Barry Rosen is quite angry at Dr. Aufreiter for 
revealing his case history re the pillow and 
candles. He still insists they were only (Chanuka) 
candles. Mike Randall won the annual Dr. Hirst 
look al ike contest for the second straight year. 
A close second was Shane Lanys who vows to 
try harder next year. After two years of 
practising Bill Love f inally got it right and is 
gett ing married th is summer. Dale Olsen, where 
are you now that we need you? Rob Cameron 
was elected to the Unive rsity Senate on his 
second try . The chocolate bars were delicious 
Rob . Police are investigating complaints about 
the residents of 994 Western Road. Apparently 
neighbours are report ing seeing a full "moon" 
throughout the month and a " Wererat" attack ing 
passing females. Occupants Ph il Qu inlan and 
Terry Rotondo deny the ex istence of either. 
During the investigation pol ice discovered high 
heeled shoes, leather underwear, bullwhips, live 
ch ickens. a 3 foot midget chained up in the 
basement, and a New Zealand lamb wearing 
black nylon stock ings and a garter belt. J im 
Cameron and AI Cutten stated that the objects 
belong to Bob Ure and John Dawson. Ure and 
Dawson remained silent until the ir lawyer 
arr ived except fo r someth ing that sounded like 
baaaaaa .. . Sydenham residents are complain ing 
about Tom Carr play ing his tuba late at night. 
Tom is too embarrassed to tell them his tuba is 
in Toronto. Rick Lovell's voice rose two octaves 
after his operation last October. He had it done 
for free because the doctor performed it without 
instruments. Rich Casey and Paul Dick ie, Dr. 
Bud Ox and the Tin Man gave status to flatus 
and class to gas! It is alleged that Jan Ferguson 
is clerking around. Resident old testament 
expert, Aaron Jesin questioned a certain 
psych iatrist re his whereabouts during the years 
1939-45. Bob Hirzer was scolded for saying that 
a patient had shitty eating habits. He decided 
not to be so passive in the future. Loli Dickie 
changed her name to Lauren McCurdy but her 
husband still managed to find her. Dave Sivers 
is another class member who has decided that 
two can live as cheaply as one. Gord Sussman 
and John Acker already know it. Mary Lee 
Myers narrowly defeated Bob Barlow in a long 
and bitter campaign for class president. Along 
the arduous pol it ical tra il Bob was even alleged 
to have called M.L. a woman. First gentleman 
Mike Halls (who describes his relationship with 
the president as "only good friends") plans to 
spend his time during M.L.'s term of office 
beaut ify ing the medical school. He also states 
t hat the lump in his breast is benign. Arthur 
Dick remains MR . DICK. By brushing his hair 
straight up and wearing 4 inch platform heels 
Greg Gill is has managed to conceal the fact 
that he is actually four foot three inches tall. 
Sultan Volker Winkler is still compla ining 
about sand in his bed. Denise Wren must have 
done something terrible ; she was under military 
guard at the Med's formal. Gerry Bigham is still 
rece iving physiotherapy. Bob "Adonis" Galpin 
accepted an offer he couldn' t refuse and is 
marrying his Italian girlfriend. Her father 
promised to straighten h is hair . .. permanently 
if he didn 't . Alison Bays doesn't drink but she 
st ill gets hammered every night? Rumour has it 
that Jeff Beckman is getting into nursing. In a 
recent survey Canadian housewives preferred 
Bill Brien's hair 2 to 1 over S.O.S. pads for 
those nasty clean up jobs. Our class seamstress 
Marilyn Horn was too busy to finish the top 
of her dress for the Med's formal but she 
wore it anyway. 
As we near the end of our second year in 
this new curriculum consensus is that this 
program has plenty of potential. We're proud 
to be the "trailblazers" at Western. 
Paul Dickie & Rich Casey 
MEDS '78 
One year down (practically) and we've 
already lost our honou rary class president, Glandy 
Thrillson. It seems he tr ied to escape just as 
far away from the class as possible-- off to the 
Land Down Under. Not taking the hint, Med's 
'78 threw a going away party for Glandy at the 
Ox Box. A good time and lots and lots of beer 
was had by all. Unfortunately, the guest of 
honour was sick and failed to appear. By the 
end of the week, though, he had obviously 
fully recovered for he proceeded to devour 
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an entire farewell cake during Anatomy class -
not one of your most appetizing atmospheres! 
They cla im that medical students frequently 
manifest psychosomatic symptoms, but Raphe 
Grinberg seems to have developed an except ion-
al d isease. The lump in his throat, he th inks is 
probably a tumour of the esophagus, but the 
beet-red flushing seems indicative of carcinoid 
syndrome. Perhaps he has carcinoid of the 
esophagus??? 
Gerry Rowland and J im Macinty re have won 
two free vouchers for dinner at Mugg's from 
their girlfriends. The bet involved squelching 
all belching for two sol id months. Gerry 
freely admits that he nearly lost out on the 
first day and hesitates to think what will 
happen after the dinner. It was one of the 
most challenging dares that either student has 
ever accepted. 
One of the most interesting lectures of 
the term pertained to sexual development and 
was given by the students. John Hofhuis shows 
real promise as a professor. His description·of 
an unusual compl ication of diabetes causing 
ejaculation into the bladder is unforgettable; 
"It's a real piss-off. " 
Dave Toth is the class HAM . .. radio 
operator. He claims that his antenna is so 
powerful that he can pick up girls from all over 
London. Beware all females of the city; Dave 
can charm the birds from the sky. 
Now that the second tr imester is finished, 
we're all hoping that Anatomy is permanently 
behind us. Sure, we all learned more than we 
th ink we did (HA! ), but I've heard more than 
one classmate say that he hopes all his patients 
are amputees. Everything from the knee down is 
a London fog! No problem, if Westminster 
needs to recruit 1 03 new doctors. 
The t hird t ri mester promises to be at least 
as excit ing as the first two. Neuropathology is 
especiall y intrigu ing since none of us has the 
fa intest concept of neuroanatomy or pathology. 
We also have a new batch of professors to 
become accustomed to. In path, for instance, 
everyone has been straining his neck to see 
whom Dr. Haust is addressing when she says, 
" Now, ladies and gent lemen ... " So, if you 
see anyone wandering the halls who seems to 
have torticoll is, you'll know he's from the 
class of '78. 
Kathy Gray 
P.S. The girls of the class are rapidly acquiring 
reputations for being feminist among London 
gynecologists, a fact to which Dr. Harding will 
readily attest. 
Answer to Pathology Quiz - Granulosa Cell 
Tumor, Luteinized. 
I. Ramzy, M.D., Cl inical Associate Professor of 
Pathology and Obstetrics & Gynecology 
February 20, 1975 
* Standing next to him on t he step was exactly one half of a small ch ild who had been d iv ided neat ly f rom top to 
bottom. 
" Pardon me for staring," said M ilo, after he had been star ing for some ti me, " but I've never seen half a ch ild 
before." 
" It's .58 to be precise," replied the ch il d f rom t he left side of his mout h (which happened to be t he only side of 
his mouth ). 
"I beg your pardon?" sai d Milo . 
" It's .58," he repeated; "it 's a little bit more t han a half." 
" Have you always been t hat way?" asked Milo impatiently, for he felt that that was a need lessly fine d istinction. 
" My goodness, no," the chil d assured him. "A few years ago I was just .42 and, believe me, that was terribly 
inconvenient." 
"What is t he rest of y our family like?" said Milo, this time a bi t more sympathetically . 
" Oh, we're just the average family," he said thoughtfully ; "mother, father, and 2. 58 chil dren- and, as I explain· 
ed, I ' m t he .58." 
" It must be rather odd being only part of a person," Milo remarked. 
" Not at all," said the ch il d. " Every average family has 2.58 ch ildren, so I always have someone to p lay with. 
Besides, each family also has an average of 1.3 automobiles, and since I' m the only one who can drive three tenths 
of a car, I get to use it all the time." 
" But averages aren't real," objected Milo; "they're just imaginary." 
" That may be so," he agreed, " but they're also very useful at times. For instance, if you didn' t have any money 
at all, but you happened to be with four other people who had ten dollars apiece, then you'd each have an average 
of ei ght dollars. Isn't that right?" 
"I guess so," said Milo weakly. 
" Well, think how much better off you'd be, just because of averages," he explained convincingly. "And think of 
t he poor farmer when it doesn't rain all year : if t here wasn't an average yearly ra infall of 37 inches in this part of 
the country, all his crops would wither and die." 
It all sounded terribly confusing to M ilo, for he had always had trouble in school w ith just this subject. 
" T here are still other advantages," continued the child. "For instance, if one rat were cornered by nine cats, 
then, on the average, each cat wou ld be 10 per cent rat and the rat would be 90 per cent cat . If you happened to 
be a rat , y ou can see how much nicer it wou ld make things." 
" But t hat can never be," said Milo, jumping to his feet. 
" Don' t be too sure," sa id the child patiently, "for one of the nicest things about mathematics, or anything else, 
y ou m ight care to learn, is that many of the things which can never be, often are. 
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Norton Juster 
(The Phantom T ollbooth) 
POSTGRADUATE TRAINING IN 
PSYCHIATRY 
UNIVERSITY OF WESTERN ONTARIO 
Applications are invited to the reorganized and enlarged four year post· 
graduate training program in psychiatry conducted by the Department of 
Psychiatry, University of Western Ontario. 
The first two years of the program offer the resident a solid theoretical 
and practical foundation in basic psychiatry, including rotational attach· 
rnents to affiliated psychiatric and general hospitals in the area. The second 
two years provide opportunity for specific training in the area of the 
resident's choice, for examplt: child, forensic or geriatric psychiatry, 
psychosomatics, family and group therapy, liaison psychiatry, applied 
psychoanalysis, etc. Personal psychoanalysis is available at own expense 
through training analysts on staff. 
Throughout the program the residents enjoy close co-operation with 
junior and senior staff and are guided by a personal tutor. 
Further information, including brochure, may be obtained from the 
Education Office, Department of Psychiatry, University Hospital, London, 
Ontario. 
ETHICALLY SERVING THE PROFESSION 
All types of equipment .for 
STUDENT, PHYSICIAN 
and HOSPITAL 
• Welch Allyn Diagnostic Instruments 
• Tycos and PyMaH Manometers 
• Medical Bags 
• Dissecting Kits & Instruments 
PHONE: 433-9288 
RussELL 
SURGICAL AND PROFESSIONAL EQUIPMENT 
Please Feel Free to Drop In end BrowN 
UMITED 
187 HYMAN STREET LONDON, ONTARIO 
AlE YOU THINKING ABOUT LEASING? 





CENTRAL CHEV-OLDS LTD. 
128 Fullerton St., LoRdon 







If you've run out of gas, have a flat, need a battery boost, we will get 
your car going FREE OF CHARGE. If It's something more serious, we'll 
get you to your own service facility, still no charge. We'll go anywhere 
within London City limits, Monday thru Friday, 7:30 a.m. to 5:30 p.m. 
If you're a DAMSEL IN DISTRESS, call our 
Dlatrea Dispatcher at 434-5741 
CENTRAL 
CHEV-OLDS LTD. 
128 Fullarton St., London 
